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Preface 


This issue of the Journal of Social Issues is devoted to reports of a 
selected group of studies which should be of special value to members of 
the medical and nursing professions. It should also provide the social 
scientist with a clearer view of some of the frontiers which challenge 
interdisciplinary research and study. 


In 1952, a survey conducted by the editors revealed that meny physi- 
cians and nurses, as well as others related to the field of medicine, were 
anxious to learn how psychology, sociology, and anthropology, in particu- 
lar, were being related to the needs of the medical and the nursing pro- 
fessions. In fact, the response to this mail survey was so great that the 
Editorial Committee of the Journal felt that there may be sufficient interest 
to merit more than one report. If this issue proves to be helpful later 
reports may be considered for publication. 


This issue describes several social-cultural approaches to medical 
care. Dr. Henry D. Lederer, a psychiatrist, describes how the sick perceive 
their world in terms of their values, their differences in the recognition 
or rejection of the symptoms of disease, their acceptance of illness and of 
the need for help, their capacity to make decisions, and the reintegration 
of the convalescent patient’s personality. 


Dr. Mark Zborowski, social anthropologist, reports in detail on the 
design and development of integrated medical-social science research. 
He contributes to an understanding of the nature and significance of pain 
to patients from various cultural groups. 


Illness is always disruptive to family living. Dr. Talcott Parsons and 
Miss Renée Fox, sociologists, describe how the treatment of the sick seems 
to be gradually moving from the home and the family. More and more 
the sick and their family look to hospitals, nursing homes, and other in- 
stitutions and agencies for care when there is illness, with significant im- 
plications for the care of the sick. 


And Dr. Lawrence K. Frank concludes the issue with an able analysis 
of the relevance of these papers to the problems of medical care. Dr. 
Frank points up sharply the implications for social-cultural approaches 
to medical care. 


It is the hope of the editors that this réport will help to motivate and 
encourage further and even more effective collaboration between the 
medical and the social sciences. 


Dorotuy D. LEE 
KENNETH F. HERROLD 
' Issue Editors 
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Introduction 


v 
Talcott Parsons and Renee Fox 


For more than half a century in modern Western society, the invading 
microbe has reigned symbolically supreme as the prototypical cause of 
disease. By virtue of our cultural tradition, we have been prone to think 
of illness primarily as a “condition”: a biochemical disturbance which 
“happens to” individuals through bacteriological forces, almost entirely 
extraneous to the personalities and social relationships of the human actors 
they infect. Correspondingly, it has also been our inclination to view the 
problem of treating sickness, once it has arisen, in simple, predominantly 
technological terms. Thus, modern Westerners have tended to regard the 
interconnections between the two agencies classically in attendance at the 
sick bed—the family and professional medical personnel—as primarily 
determined by the respective facilities at their disposal for doing the 
technical job before them effectively. From such a vantage point, it is the 
tremendous growth of medical knowledge that has occurred in the twen- 
tieth century, and the concomittant development of diagnostic and thera- 
peutic machinery of great complexity, which account for the gradual 
transference of caring for the sick from the custodianship of the patient’s 
family to that of medically-trained experts. 


At first glance, this bacterio-technological perspective on illness seems 
more than justified. The triumphant insights of modern medicine, as we 
know them, begin with the germ theory of disease; and we are forever 
being awed anew by the hospital and laboratory wonders which continue 
to unfold. What is more, the fact that responsibility for the sick has passed 
progressively out of the hands of the family into those of specialized, 
extra-familial agencies runs parallel to other technological developments 
(such as the preparation of food up to the cooking point in factories, and 
the manufacture of ready-made clothing), which have relieved the modern 
family of some of its historic functions. But there is another side to the 
illness-therapy coin which such a point of view fails to turn up. 


The starting point of this analysis will be the so-called psychical 
factors in disease: those crucial shapers of illness that the past generation 
or so has finally begun to search out. Our initial assumption is that sick- 
ness, in whatever guise, is part of a psychological continuum, ranging all 
the way from those mental disorders where no somatic lesion or dysfunc- 
tion is discernable, to a very large part of the field of somatic pathology. 
At one extreme of this spectrum, psychological forces are etiologically 
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paramount in accounting for the manifest disorder; at the other end, they 
are of negligible importance. Even in the latter instances, however, the 
emotional reaction of the sick person to his disease and to the social 
situation which he inherits by virtue of his illness may influence both his 
symptomatology and his recuperative potential. This aspect of illness is 
developed in the first two papers of this volume. 


Attributing importance to psychological factors, then, is tantamount 
to saying that the patient’s “motives” (in the usual psychological sense) 
not only influence the development of his condition but may also affect 
his recovery: its timetable, its success, its failures, its difficulties. From 
this, it is not a very big step to the view that both the etiology of a great 
deal of illness and a major part of the therapeutic process may fruitfully 
be analyzed as part of the system of social relationships in which the sick 
person has been involved, and in which he becomes enmeshed by virtue 
of his malady. Seen in these terms illness is a particular form of “deviant 
behavior”—assuming, of course, that to be in good health is regarded 
as desirable according to the common values of the society. That the 
physician should be regarded as playing a social role is not far removed 
from our commonsense thinking, though many of the implications of this 
fact are accessible only to technical sociological analysis. But the point 
of view here implies that it is not only the physician but the sick person 
as well who is placed in a special kind of institutionalized framework; 
that illness is not just a “condition,” but it is also a role defined by 
reciprocal expectations. It is only on this set of assumptions that, from a 
sociological point of view, it is possible to treat doctor and patient as 
constituting a social system.1 


It has almost become a truism for those oriented, even as laymen, to 
the modern field of psychopathology, to assert that mental illness and 
psychosomatic disease involve the “deepest” layers of the motivational 
structure of the personality: those psychical regions where unconscious 
processes are prominent, if not paramount. It is equally commonplace for 
the relevant branches of the psychology of personality to cite the family 
as that sector of our social structure in which these same basic elements 
of personality and its motivation are deeply involved. For it is through 
socialization by interaction in the family that the most important processes 
of personality development, in so far as they entail learning, take place. 
It is in this setting that the third paper in this volume discusses the rela- 
tions between illness, the therapeutic process and the family. 


1This general approach to the sociology of the two types of roles and the therapeutic process as a 
rocess of social interaction will be found most fully set forth in T. Parsons’ The Social 
ystem (Glencoe, Illinois: The Free Press, 1951), Chaps. VII & X, and in his article ‘Illness 

and the Role of the Physician,’’ The American Journal of Orthopsychiatry, July, 1951. Certain 
further developments are analyzed in T. Parsons, F. Bales, & E. Shils, Working Papers in the 
Theory of Action (Glencoe, Illinois: The Free Press, 1953), Chap. V, Sec. VII. 
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How the Sick View Their World 


Henry D. Lederer, M. D. 


The experience of illness is a complex psychological situation. To 
clarify the responses of the sick to this experience it is necessary to con- 
sider three main time periods, each of which has a characteristic orienta- 
tion. These stages of the experience of illness are: (1) the transition 
period from health to illness, (2) the period of “accepted” illness and, 
(3) convalescence. 


The Orientations of the Sick in the Transition Period from 
Health to Illness 


Upon falling ill most persons become aware of undesirable, un- 
pleasant, and painful sensations; of a disturbing reduction in strength 
and stamina; of a diminution in ability to perform habitual acts. For 
example, at the onset of an episode of virus pneumonia, the patient ex- 
periences headaches, vague chest pains, tightness of the skin. He fatigues 
easily, desires more than usual rest, and “plays out” quickly on prolonged 
tasks. In addition he finds the performance of his daily routine of work 
and play tiring and aggravating to his discomforts. 


One finds certain definite patterns of response to these initial events. 
Some degree of apprehension or anxiety is felt as in any situation in which 
a painful, unpleasant, and threatening circumstance is encountered.? Con- 
sequently the pattern of response to the initial symptoms is often the 
characteristic mode of reaction to anxiety whenever it arises. Many persons 
attempt to ignore this threat and through such a denial of the frightening 
experience to allay their anxieties. This denial may be reinforced by a 
“plunge into health” through engaging in more than routine activity. In 
this manner the patient seems to be reassuring himself by saying, “If I 
can manage to be so very active there is nothing to fear—the whole affair 
is an illusion.” Another form of denial is to minimize the importance of 
the symptoms by identifying them with symptoms of benign or trivial 
indispositions. Thus the “coronary vascular accident” symptoms are 
identified with “an upset stomach” and the chest pains of lobar pneumonia 
with a “touch of pleurisy.” 


Barker, R. G., et al., “Social psychology of acute illness,’’ in Adjustment to Physical Handicap 
and Illness (rev. ed.). New York: Social Science Research Council, 1953. 


2Binger, C. The Doctor's Job. New York: Norton, 1945. 
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Still further, one observes other patients who meet anxiety aggres- 
sively and such persons in the initial stages of illness are irascible, queru- 
lous, and ill-humored. Conversely, others allay anxiety by passivity and 
behave in a compliant, obsequious, and pitiable manner. 

The ordinary day-to-day life routines of most persons constitute a 
source of satisfaction of various needs and defenses against anxiety. Since 
illness renders painful and tiring participation in such gratifying and 
reassuring activities, anxiety is compounded and frustration of many 
needs is felt. Thomas Mann has written humorously and understandingly 
of this experience in “The Magic Mountain.” His hero, Hans Castorp, in 
the early febrile stage of an activated tuberculosis tries to preserve his 
daily rituals which have formerly proven gratifying and soothing. One of 
these practices is the smoking of the after dinner cigar, a luxury of great 
importance to Castorp; but now he finds an evil taste and light-headedness 
in the place of a delightful aroma and general feeling of well-being.4 


Certain men become especially anxious when they find themselves 
having to restrict their activities and to admit the existence of their dis- 
comforts.5 To these persons, manliness depends on being active and never 
yielding to a physical discomfort; to them, passivity and any intolerance 
of pain are equated with femininity. Consequently, becoming ill is viewed 
as an emasculating process and, thereby, highly provocative of anxiety. 
There may be a dangerous denial of symptoms in such a person through 
his abortive attempts to re-assert his masculinity in sports, late hours, 
heavy work, etc. 

For many persons, parts of their bodies or certain bodily functions 
have been invested with intense emotion. The skin, the facial structures, the 
head, the genitals, the breasts are examples of bodily parts often intensely 
loved by the patient. Obviously great apprehension is experienced when 
symptoms seem to indicate dysfunction of these treasured parts. 

There is a continuing folk tradition in some areas that suggests that 
illness is the just desert of the sinner. Persons holding to this miscon- 
ception feel guilty when developing an illness and may even be impelled 
to malinger health rather than appear with the stigma of immorality. 

Specific illnesses exhibiting a familial occurrence are particularly 
alarming since most persons do not want to discredit the purity of their 
families. This attitude has been one of the impedances to early diagnosis 
of such illnesses as carcinomata and tuberculosis. Often the afflicted person 
has great anxiety because of the unconscious fantasy of rejection and 
wrath by the other members of the family. Most physicians have had con- 
tact with patients who are deeply shamed by symptoms which they interpret 
as a possible disgrace to their family lines. 
8Upham, Frances, A Dynamic Approach to Illness, New York: Family Service Association of 

America, 1949. ; : 


4Mann, Thomas, The Magic Mountain. New York: Knopf, 1945. 
5Barker et al., op. cit. 
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Many persons, who, because of emotional immaturity and stressful 
living have been reduced to a psychoneurotic level of functioning, may 
react paradoxically to the advent of physical il’ness. Often there is an 
amelioration of the neurotic symptoms and the patient seems to welcome 
the concrete threat of physical illness which can divert his attention from 
his neurosis. With some neurotic persons, physical illness may actually 
bring emotional relief through its symbolic meaning as a penalty for 
unconscious guilt feelings. Moreover, the anticipated care and considera- 
tion as well as release from social responsibilities can be highly appealing 
to a neurotic patient. His feelings of guilt and shame for his withdrawing, 
dependent, and infantile wishes are relieved by the occurrence of physical 
sickness which “legitimizes” these claims. “The individual with a relatively 
weak ego may find an escape from his (neurotic) anxieties in the less 
demanding situation that illness provides”’.6 


An example of this type of response to physical illness was observed 
in a young, single woman who was undergoing psychotherapy for severe 
phobias. Her neurosis developed in reaction to the stress of her approach: 
ing marriage for which her previous psychosocial growth had not prepared 
her. In the midst of this emotional distress, she developed visual and gait 
disturbances which were definitely diagnosed as symptoms of multiple 
sclerosis. At the onset of these grave symptoms and her entrance into 
hospital, she announced with elation that her phobic obsessions had de- 
parted and that she was entirely rid of anxiety. 


To recapitulate, in the initial symptom phase of many illnesses, one 
may encounter evidence of anxiety, guilt, and shame as well as the many 
personality defenses against these disagreeable affects. Moreover, in certain 
neurotic patients there may be a paradoxically positive acceptance of 
illness. 


The continuing pressure, and often the increase, of symptoms forces 
the patient into another psychologically difficult set of experiences—those 
of diagnosis and the beginning of therapy. At this time the former habitual 
patterns of health still exert a powerful attraction on the patient whereas 
his submission to diagnostic and therapeutic procedures involves entering 
an unknown area. But in order to be rid of his discomforts and dysfunc- 
tions he must face this unknown situation. 

(It is important to note that at this point another crucial factor. is 
met which influences the orientation of the patient—this factor is the 
behavior of the medical personnel who are responsible for his diagnosis 
and therapy.) 

Whenever one enters an unknown or partially understood situation, 
he exhibits fairly typical responses. Once again anxiety is aroused because 
of fantasied dangers and because of unfamiliarity with what one may 
expect. Under these circumstances there is much indecision reflected in 


6Upham, of. cit. 





~ <s © 





vacillating behavior. For example, urgent requests for diagnostic examina- 
tions are rapidly alternated with failure to appear for examination. Physi- 
cians must learn to expect such vacillating and indecisive behavior and 
not to be angered or disgusted by it. The firm, patient, and understanding 
attitude of the physician will help in allaying the patient’s anxiety. 


The highly scientific nature of medical diagnosis places these affairs 
beyond the full understanding of the average layman. The physical para- 
phernalia of many diagnostic processes are awesome to many persons. 
In addition, the technical language of medicine is an unknown tongue to 
the layman who can only hope that what he overhears is an optimistic 
statement rather than a pronouncement of doom or further pain for him. 
When these mystifying matters are coupled to the impersonality of diag- 
nostic activity in many modern hospitals and clinics, it is easy to empathize 
with the mounting anxiety of the patient and his problem of cooperating 
in diagnosis. 

Much attention in recent years has been centered upon ways of 
cushioning the effects of these experiences by the attitude of the physician. 
The awe and fear of the cold, aseptic, impersonal atmosphere of the clinic 
can be considerably diminished by attitudes of personal interest in, and 
exhibitions of respect for, the patient in his contacts with medical per- 
sonnel.?7 A concise but specific and clear-cut explanation of diagnostic 
procedures can undercut most of the mystery of diagnosis. Excluding all 
but the necessary equipment from the examination room is still another aid 
in this direction. Many clinics are now furnishing waiting rooms in styles 
which lessen their resemblance to operating rooms or laboratories and 
consequently are reassuring. 


Unnecessary repetitions of diagnostic examinations and tests should 
be avoided because any signs of indecision or insecurity shown by the 
physician augment the patient’s apprehension. When the doctor demon- 
strates his skill by his determination and decisiveness, the patient is 
usually grateful for such real reassurance; then he is sure he is in capable, 
trustworthy hands. There is much wisdom in the old medical dictum that 
“in any contact between doctor and patient there is room only for one 
anxious person—the patient.” 


The future course of the patient’s behavior often depends upon the 
manner in which his diagnosis is presented to him. If the doctor speaks 
simply and forthrightly, in most instances anxiety is relieved. Clouding 
the issue in technical jargon or discussing equivocal findings usually in- 
crease the patient’s emotionality. For example, nothing is gained and 
much may be lost by announcing “borderline” findings to a patient. It 
is easy to imagine the confusion aroused by informing a person: “I don’t 
think you have much to worry about. Your heart seems O.K. but we want 
to watch your electrocardiogram because it was a little abnormal.” After 


Barker, et al., op. cit. 








this report the patient is in a dilemma about understanding himself, his 
physical limits, and what, if any, dangers confront him. 


Experienced physicians expect a possible distortion of facts when 
interviewing patients about their symptoms and the histories of their 
illnesses. These distortions stem from the patient’s anxiety and his defenses 
and should be taken with a benevolent skepticism. Some of the art of 
interviewing rests on the doctor’s recognition of these unconscious dis- 
tortions. If the doctor behaves like a detective in pursuing facts, the 
patient is made even more tense.§ 


Most persons view with conflicting, mixed feelings the start of therapy. 
Actually, some therapeutic maneuvers do cause discomfort and pain so 
that the patient has to accept a paradox—that is, to be relieved of discom- 
fort, he must at times submit to a transitory increase in it. Usually a sick 
person anticipates far more discomfort than is involved in most treatments. 
This gloomy expectation is a reflection of his apprehensive state and calls 
for an unequivocal frankness from the doctor for correction. Again, a 
concise, unambiguous description of the therapy and the rationale for it 
alleviates anxiety and goes far toward gaining the patient’s cooperation.9 
Vagueness about details of therapy must be avoided in order to reduce the 
opportunities for the patient to imagine the worst. Whenever possible, 
impersonal contact between the patient and his therapist should be re- 
duced. For example, a visit by the anesthetist before an operation neu- 
tralizes some of the fear that most patients entertain about general an- 
esthesia. 

When treatment requires a hospital setting, the doctor and his aides 
have the responsibility for explaining hospital procedures to the patient. 
The patient is able to cooperate more easily when he knows about such 
routine matters as the duty hours of the floor nurses, when meals are 
served, visiting rules, the names of his internes, etc. Often antagonistic, 
belligerent behavior can be charged to negligence in clarifying the hospital 
situation when the patient was admitted—it is his way of aggressively 
resolving his anxiety. The rate of “sign-out against medical advice” is 
inversely related to the success of the medical personnel in their handling 
of these problems. 


The Stage of “Accepted” Illness 


When the patient has accepted diagnostic and initial therapeutic 
procedures, he enters another distinct time period in his experience of 
illness. Now, he views himself as ill and abandons pretenses of health. In 
our society, accepting illness includes accepting help from physicians and 
their aides. He temporarily withdraws from his adult responsible activities 
and, cooperating with his doctor, dedicates himself to the problem of 


8Levine, M., Psychotherapy in Medical Practice. New York: Macmillan, 1942. 
®lbid, 
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getting well; he substitutes preoccupation with his symptoms and illness 
for the many concerns of mature life. Whereas in health he has made his 
own decisions, he now transfers this right to his physician, nurse and other 
attendants, These changes in orientation are reinforced by the doctor’s 
prescription that he not pursue his work, his usual recreations, nor his 
responsibilities. Society as a whole also frees him for the duration of his 
illness from the discharge of ordinary duties and obligations. 


All of these changes determine the structure of the patient’s world 
which can be described as a simpler, more childish, constricted life. His 
illness has led him into a social setting which is similar to his childhood.1° 
Therefore, one can refer to this arrangement as being very regressed and 
infantile. 


To such a regressed social situation the patient now reacts with be- 
havior used earlier during his childhood. His actions, thoughts, and feel- 
ings are regressive in response to the child-like world of illness. The main 
features of this behavior are: (1) egocentricity, (2) constriction of in- 
terests, (3) emotional dependency, (4) hypochondriasis.11 


Charles Lamb, in his essay, “The Convalescent”, accurately described 
the egocentricity of the sick when he wrote, “How sickness enlarges the 
dimensions of a man’s self to himself! he is his own exclusive object. 
Supreme selfishness is inculcated upon him as his only duty”.12 Like a 
child the patient is concerned with the selfish matters of satisfying simple 
needs for rest, food, absence of pain, physical comfort, and relief of bodily 
tensions such as the urge to urinate, defecate, pass flatus, or to belch. 
Satisfaction of these needs assumes precedence over more social ones. 
The patient presumes that his attendants share in these preoccupations and 
he feels resentful or hurt if the doctor or nurse is distracted by other 
concerns. 

His egocentricity renders him provincial and highly subjective, like 
a child, in his judging the events occurring around him. If the nurse 
frowns for a moment, he is worried that she has taken a dislike to him; if 
she does not respond to his ring, she is damned as lazy and uninterested in 
his welfare. 


Often the patient becomes a sick-room tyrant, dominating others and 
intolerant or often unaware of their rights and needs. “If there be a regal 
solitude, it is a sick bed. How the patient lords it there”’—“He keeps his 
sympathy, like some curious vintage, under trusty lock and key, for his 
own use only.” This egocentric despotism frequently disturbs the friends 
and relatives of the patient who are accustomed to his former consideration 
and objectivity. 


10Conference on Convalescent Care, New York Academy of Medicine, 1940. 
11Barker et al., op. cit. 
12Lamb, Charles, Essays. New York: Viking, 1949. 
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Dynamically related to his egocentricity is the constriction of interests 
of the sick person. This narrowing follows partially from the reduced 
scope of the patient’s world and partly from his regressed narcissism. 
The ill person shows an often amazing disinterest or even apathy toward 
the impersonal events of the day. He has abandoned his concern for poli- 
tics, business, social events and will not persist in discussion of these 
matters. 


Lamb outlines this constriction of interest as follows: “A little while 
ago he was greatly concerned in the event of a lawsuit, which was to be 
the making or the marring of his dearest friend. He was to be seen trudging 
about upon this man’s errand to fifty quarters of the town at once. The 
cause was to come on yesterday. He is absolutely as indifferent to the 
decision as if it were a question to be tried at Pekin . . . he picks up enough 
to make him understand that things went cross-grained in the court yes- 
terday, and his friend is ruined. But the word ‘friend’ and the word ‘ruin’ 
disturb him no more than so much jargon. He is not to think of anything 
but how to get better.” 


The protection and devotion accorded the patient by his medical at- 
tendants relieve him of adapting himself to interests other than his own 
and thereby increase his provincialism. There is often little or no check 
to his regressive, constricted, and narcissistic behavior so that apathy 
appears, 


Dependence on others is imposed by the physical helplessness stem- 
ming from illness and by the psychological inadequacy secondary to 
egocentricity and constricted interests. The patient’s physical weakness, 
like that of the child, requires the strength of other persons to meet his 
needs. His regression into a self-centered, subjective world demands that 
healthier persons apply their more mature and objective judgment to his 
affairs—again paralleling the experience of the child whose parents as- 
sume responsibility for most important matters. With this dependency, 
one observes much ambivalence toward the benefactors. Like a child the 
patient often exhibits an uncritical “love” and admiration for his bene- 
factors, but at the same time resentment toward them because of his weak 
and inferior relation to them. All persons working with the sick should 
anticipate and learn to recognize this ambivalent dependency and neither 
be flattered, nor offended, by it. 


The unpleasant sensations of illness, in combination with the reduced 
regressive world and perceptions of the patient, lead to a great concern 
with the functioning of the body. There is usually much hypochondriacal 
worry over medical matters such as pulse rate, temperature, bowel move- 
ments, weight changes, etc., all of which may dominate the patient’s 
thoughts and conversations. This hypochondriasis resembles in some ways 
the curiosity and exploration of the body and its functions undertaken 
normally by all children. 
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The attitudes and behavior of the medical personnel can limit or 
extend the emotional regression of the patient. The appearance of apathy 
as a response to over-protection has already been cited.13 In recent years, 
many warnings have been sounded against unnecessary restriction of 
patient’s activities. 


The indiscriminate prescription of prolonged bed-rest has been demon- 
strated as a cause of invalidism out of proportion to actual physical in- 
capacity. The current practice of encouraging patients to get on their feet 
as early as possible following operations has proven both physically and 
emotionally beneficial; it has prevented lengthy convalescence. It seems 
that the best course for the physician is to encourage the minimum amount 
of regression necessitated by the physical limitations of the patient and to 
avoid any unnecessary infantilizing. 


This regression, during illness, is adaptive and often significant for 
survival. It is conceivable that through social and emotional regression the 
sick person re-distributes his energies to facilitate the healing process or 
possibly that the regressive integration is in itself an essential factor in 
the healing process. The biological task of the sick is to get well and this 
work is furthered by the focussing of personality energies on the self and 
withdrawing them from other uses and purposes.14 Recognition of this 
utility in the regression of the sick should make medical attendants wel- 
come it rather than deplore it. . 


In persons, whose general character development has led to elaborate 
behavior defenses against regression and the expression of dependency, 
there is little or no phase of “accepted illness.” Denial of physical limits 
and symptoms continues to some extent; the advice and ministrations of 
medical personnel are challenged and not followed; hospital care may be 
refused. All in all the neurotic defenses of such a patient militate against 
the healing benefits of regression and the course of his illness may be 
worsened or fatal. His behavioral adjustment to his neurosis takes prece- 
dence over adaptive regression during physical illness. 


To illustrate: A physician, in middle age, sustained an acute coronary 
heart attack. His professional colleagues, who diagnosed his illness, ad- 
vised immediate and absolute bed rest, quiet, and heavy sedation, all of 
which the patient stoutly refused on the grounds of his heavy schedule of 
work with his own patients. He persisted in his medical work and died 
suddenly in his office twenty hours later. This patient’s personality was 
structured largely to deny any dependent emotional trends. He was a 
“self-made” man who had labored hard to graduate from medical school. 
He steadfastly pursued his career, never permitting himself a vacation. 


18Barraclough, W., ‘‘Mental reactions of normal children to physical illness,’’ American Journal 
of Psychiatry, 1937, 93. 


14Ferenezi, S., ‘‘Disease or Patho-neurosis,’’ in Further Contributions to the Theory and Technique 
of Psychoanalysis. London: Hogarth, 1926. 
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In his personal life he lavished gifts on his family, but was Spartan in 
any self-indulgence. It can be conjectured that his neurotic character was 
a considerable factor in his early death. 


Under those conditions, the total medical management must include 
measures to aid the patient in accepting regression and dependency. At 
times a psychiatrist or psychiatric social worker must be included in the 
therapeutic team to contribute their skills in meeting this neurotic com- 
plication of a physical illness. 


The period of “accepted illness” gradually ends after optimal re- 
gression and medical therapy have reversed or arrested the pathogenic 
process. The patient then enters the convalescent period of his experience 
of illness. 


The Stage of Convalescence 


Convalescence is the time period of transition from illness back into 
a state of health. This recovery of health involves a return of physical 
strength and a re-integration of the personality of the patient who has 
been living, feeling, and thinking in a regressed, more or less infantile way. 


The return of physical strength and health is usually an automatic 
process but it is not necessarily paralleled by a restoration of “healthy”, 
adult behavior; getting well physically must be associated with the 
patient’s relinquishing his dependent, egocentric and provincial reactions.15 

Many students of convalescence have recognized its structural and 
dynamic similarities to adolescence. This analogy is instructive in under- 
standing the problems of the convalescent and suggests many techniques 
for helping the convalescent “grow up” again into adult health.16 


The convalescent, like the adolescent, has to leave a protected world 
in which responsibilities were minimal and the satisfaction of his self- 
centered needs the major concern of himself and those attending him. 
These pleasant aspects of illness attract the convalescent so that he wants 
to remain in his “regal home” of regression. It is hard for one to give up 
the attentions, protection, and kindnesses of doctors and nurses and to 
fend once more for oneself. “Farewell with him all that made sickness 
pompous—the spell that hushed the household—the mute attendance— 
the inquiry by looks—the still softer delicacies of self-attention—what a 
speck is he dwindled into [by his physical recuperation].”17 

If the patient has suppressed his resentful hostility toward his medical 
attendants during the preceding phase, he frequently remains regressed 
because of a guilty over-dependence upon them. Recent studies on polio- 
myelitis patients who require respirators have shown that the patients who 


15Romano, J., ‘Emotional components of illness,’’ Connecticut State Medical Journal, 1943, 7. 
16Barker, et al, op. cit. 
17Lamb, op. cit. 
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are slowly “weaned” from the “artificial lung” are those who have been 
unable to express openly any negative feelings toward their doctors and 
nurses.18 


Convalescence is often prolonged in persons whose previous state ot 
health did not provide them with sufficient gratifications and relief from 
anxiety. Examples of this situation are seen in military service where full 
recovery from illness means re-entering a hazardous and depriving ex- 
istence. 


Fortunately, for most convalescents, the broader scope of their 
“healthy” worlds is more attractive than the regressive pleasures of illness. 
In such persons the stronger motive is toward health but may be impeded 
by continuing feelings of inadequacy. Like adolescents who yearn for 
adult life but feel unsure of themselves, these convalescents wistfully long 
for health but are afraid to try it. These fears may be related to neurotic 
self-depreciation which was part of the original behavior pattern in child- 
hood, reactivated during the period of regression. 

Certain convalescents repeat their adolescent method of “growing up” 
by rebelliously wrenching themselves loose from dependency. These 
persons are in a tremendous hurry to get well, often prematurely dismiss 
their physicians, and over-step their physical strengths. 


Again one realizes that the participation of the physician and his 
aides can profoundly affect the course of convalescence. Under these 
conditions the medical personnel occupy roles similar to those of the 
parents and counselors of adolescents; the successful medical management 
of convalescence is the analogue of proper parenthood during adolescence. 


To illustrate: The parent who gradually and progressively relaxes his 
protection and instead offers guidance and advice is encouraging the 
adolescent toward adulthood. He quietly retires to the side-lines ready to 
reassure but willing to let his child experiment with new strengths, only 
stepping in when gross errors of judgment may arise. The adolescent 
senses the confidence of the parent and is reassured by it, especially when 
immediately perfect or ideal results are not demanded. Moreover, the 
helpful parent is not threatened by his child’s interest in other persons or 
new activities. 

Convalescence can be promoted and enhanced by similar attitudes on 
the part of the doctor. Physicians must have the courage to recommend 
more activity and to lift the restrictions on the patient’s behavior. Some 
physicians, like parents, are unconsciously gratified by the dependency 
of others upon them; this narcissistic pleasure must be abandoned by no 
longer encouraging regressive dependency through protection. The physi- 
cian sometimes is loath to risk his reputation through the possibility of a 
relapse and thereby continues to treat the convalescent with great caution; 


18Unpublished data from studies in progress, Department of Psychiatry, College of Medicine, 
University of Cincinnati. P 
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this is frequently the event when the patient is a person of some promi- 
nence in the community so that his illness has been under a public scrutiny 
which makes the physician uneasy. 


The rehabilitation of the convalescent has become a matter of grow- 
ing medical concern, research, and progress. During the war the military 
medical services were alert to these problems and contributed many im- 
portant findings to this aspect of medical management.19 Since the war 
some of the medical colleges have established departments of rehabilitation 
as integral basic training units. 


Offering the convalescent stimulation for re-integration is stressed. 
Increasing visiting privileges, permitting the wearing of ordinary rather 
than hospital clothes, providing radio and television, permitting trial 
leaves overnight from the hospital are examples of opportunities which 
may stimulate the patient toward a state of health. Transfering the con- 
valescent to a special rehabilitation center or ward has been recommended 
as an aid in helping him relinquish the regressive patterns of life followed 
on ordinary hospital wards. 

The modern physician is urged to lead a team of therapists in the 
guidance and support of the convalescent just as the wise parent welcomes 
the contributions of the teacher, youth leader, student counselor, etc. who 
promote the growth of the adolescent. Social workers, occupational thera- 
pists, vocational counselors, recreational therapists, etc. can broaden the 
scope of the convalescent’s world, encourage him and help re-establish his 
self-confidence and self-sufficiency. 


While the patient is still in the state of “accepted illness,” the case- 
worker may have discovered sources of tension and dissatisfaction in his 
family, home, work situations and can initiate changes which will make 
the return to health more attractive. In addition the cooperation of the 
family in the management of convalescence is often won by a skillful 
caseworker. 

Much attention has been given to occupational therapy through which 
the patient is gently led into a more self-assertive, creative life. Moreover, 
he is given the opportunity to re-exercise rusty talents and techniques in 
an experimental setting. Here he can regain self-confidence through a 
series of progressive “successes.” 

Well-planned recreational therapies provide practice in socializing 
and in engaging in gradual competition. Here again the success in group 
living encourages the patient to re-enter the large arena of adult “healthy” 
society. 

The expanding use of vocational counseling is an indication of its 
value to the convalescent. Many patients cling to regressed behavior be- 


19Watson-Jones, R., ‘‘Rehabilitation in the Royal Air Force,’ British Medical Journal, 1942, 1, 
403-407; Wilson, E. H., ‘‘Rehabilitation in war-time Britain,’’ Archives of Surgery, 1943, 46; 


and Thorndike, A., ‘‘Convalescent reconditioning, American Medical Association Journal, 
1944, 126. 
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cause they cannot engage further in past occupations. For example, con- 
valescent tuberculous patients frequently must find less strenuous jobs to 
protect them from relapses. In such a situation, hopeful and realistic 
planning can be constructed through consultations with a competent voca- 
tional counselor. The convalescent, like the adolescent, is less afraid of his 
future when his vocational potentialities are clear to him. 


In addition to the special services each member of the therapeutic 
team has to offer, there is the over-all benefit of providing the patient 
contact with many mature, healthy persons with whom he can emotionally 
identify. This process is similar to the identification of-the adolescent with 
key adult persons in his environment. Both the convalescent and adolescent 
find such identification a most positive aid in accepting an adult status. 
Conversely, emotionally immature persons serving on therapeutic teams 
can seriously retard the convalescent’s recovery by not providing the 
bridge of a healthy identification. 


All of these various services and stimuli can be offered to a patient 
but it is necessary to realize, no one can force him to use them construc- 
tively, For the majority of persons “health” is preferred to regression. 
With the few patients who cannot respond positively to planned conval- 
escence, one usually finds that an earlier neurosis has been revived by the 
trauma of illness; these persons should be offered psychotherapy to resolve 
the neurotic difficulties prolonging their full recovery. 


To summarize: the state of convalescence is structurally and dynami- 
cally similar to adolescence. The behavior of the convalescent is analogous 
to that of the adolescent. The success of helping the patient is dependent on 
the recognition of his “adolescent” emotional status which then should 
call forth from his medical attendants attitudes similar to those of the 
parent who encourages and aids the growth of his adolescent child. Oppor- 
tunities must be provided for re-establishing self-confidence through graded 
“successes” in groups and in the exercise of one’s returning physical 
strengths. The convalescent phase of illness terminates with the parallel 
recovery from physical limitation and psychological regression. 
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Cultural Components in Responses 


to Pain’ 
Mark Zborowski 


This paper reports on one aspect of a larger study: that concerned 
with discovering the role of cultural patterns in attitudes toward and 
reactions to pain which is caused by disease and injury—in other words, 
responses to spontaneous pain. 


Some Basie Distinctions 


In human societies biological processes vital for man’s survival 
acquire social and cultural significance. Intake of food, sexual intercourse 
or elimination—physiological phenomena which are universal for the 
entire living world—become institutions regulated by cultural and social 
norms, thus fulfilling not only biological functions but social and cultural 
ones as well. Metabolic and endocrinal changes in the human organism 
may provoke hunger and sexual desire, but culture and society dictate to 
man the kind of food he may eat, the social setting for eating or the 
adequate partner for mating. 

Moreover, the role of cultural and social patterns in human physio- 
logical activities is so great that they may in specific situations act against 
the direct biological needs of the individual, even to the point of endanger- 
ing his survival. Only a human being may prefer starvation to the breaking 
of a religious dietary law or may abstain from sexual intercourse because 
of specific incest regulations. Voluntary fasting and celibacy exist only 
where food and sex fulfill more than strictly physiological functions. 


Thus, the understanding of the significance and role of social and 
cultural patterns in human physiology is necessary to clarify those aspects 
of human experience which remain puzzling if studied only within the 
physiological frame of reference. 


Pain is basically a physiological phenomenon and as such has been 
studied by physiologists and neurologists such as Harold Wolff, James 
Hardy, Helen Goodell, C. S. Lewis, W. K. Livingston and others. By using 
the most ingenious methods of investigation they have succeeded in clari- 
fying complex problems of the physiology of pain. Many aspects of per- 
ception and reaction to pain were studied in experimental situations 


1This paper is based upon material collected as part of the study ‘‘Cultural Components in 
Attitudes toward Pain’, under a grant of the U.S. Public Health Service. 
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involving most careful preparation and complicated equipment. These 
investigators have come to the conclusion that “from the physiological 
point of view pain qualifies as a sensation of importance to the self- 
preservation of the individual”.2 The biological function of pain is to 
provoke special reactive patterns directed toward avoidance of the noxious 
stimulus which presents a threat to the individual. In this respect the 
function of pain is basically the same for man as for the rest of the animal 
world. 


However, the physiology of pain and the understanding of the bio- 
logical function of pain do not explain other aspects of what Wolff, 
Hardy and Goodell call the pain experience, which includes not only the 
pain sensation and certain automatic reactive responses but also certain 
“associated feeling states”.3 It would not explain, for example, the ac- 
ceptance of intense pain in torture which is part of the initiation rites of 
many primitive societies, nor will it explain the strong emotional reactions 
of certain individuals to the slight sting of the hypodermic needle. 


In human society pain, like so many other physiological phenomena, 
acquires specific social and cultural significance, and, accordingly, certain 
reactions to pain can be understood in the light of this significance. As 
Drs. Hardy, Wolff and Goodell state in their recent book, “. . . the culture 
in which a man finds himself becomes the conditioning influence in the 
formation of the individual reaction patterns to pain ... A knowledge of 
group attitudes toward pain is extremely important to an understanding 
of the individual reaction”.4 


In analyzing pain it is useful to distinguish between self-inflicted, 
other-inflicted and spontaneous pain. Self-inflicted pain is defined as 
deliberately self-inflicted. It is experienced as a result of injuries performed 
voluntarily upon oneself, e.g., self-mutilation. Usually these injuries have 
a culturally defined purpose, such as achieving a special status in the 
society. It can be observed not only in primitive cultures but also in con- 
temporary societies on a higher level of civilization. In Germany, for 
instance, members of certain student or military organizations would cut 
their faces with a razor in order to acquire scars which would identify 
them as members of a distinctive social group. By other-inflicted pain is 
meant pain inflicted upon the individual in the process of culturally 
accepted and expected activities (regardless of whether approved or dis- 
approved), such as sports, fights, war, etc. To this category belongs also 
pain inflicted by the physician in the process of medical treatment. Spon- 
taneous pain usually denotes the pain sensation which results from disease 
or injury. This term also covers pains of psychogenic nature. 


2James D. Hardy, Harold G. Wolff and Helen Goodell, Pain Sensations and Reactions. Baltimore: 
Williams and Wilkins Company, 1952, p. 23. 


SIbid., p. 204. 
4Ibid., p. 262. 
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Members of different cultures may assume differing attitudes towards 
these various types of pain. Two of these attitudes may be described as 
pain expectancy and pain acceptance. Pain expectancy is anticipation of 
pain as being unavoidable in a given situation, for instance, in childbirth, 
in sports activities or in battle. Pain acceptance is characterized by a 
willingness to experience pain. This attitude is manifested mostly as an 
inevitable component of culturally accepted experiences, for instance, as 
part of initiation rites or part of medical treatment. The following ex- 
ample will help to clarify the differences between pain expectancy and 
pain acceptance: Labor pain is expected as part of childbirth, but while 
in one culture, such as in the United States, it is not accepted and therefore 
various means are used to alleviate it, in some other cultures, for instance 
in Poland, it is not only expected but also accepted, and consequently 
nothing or little is done to relieve it. Similarly, cultures which emphasize 
military achievements expect and accept battle wounds, while cultures 
which emphasize pacificistic values may expect them but will not accept 
them. 


In the process of investigating cultural attitudes toward pain it is 
also important to distinguish between pain apprehension and pain anxiety. 
Pain apprehension reflects the tendency to avoid the pain sensation as 
such, regardless of whether the pain is spontaneous or inflicted, whether 
it is accepted or not. Pain anxiety, on the other hand, is a state of anxiety 
provoked by the pain experience, focussed upon various aspects of the 
causes of pain, the meaning of pain or its significance for the welfare of 
the individual. 


Moreover, members of various cultures may react differently in terms 
of their manifest behavior toward various pain-experiences, and this be- 
havior is often dictated by the culture which provides specific norms 
according to the age, sex and social position of the individual. 


The fact that other elements as well as cultural factors are involved 
in the response to a spontaneous pain should be taken into consideration. 
These other factors are the pathological aspect of pain, the specific physi- 
ological characteristics of the pain experience, such as the intensity, the 
duration and the quality of the pain sensation, and, finally, the personality 
of the individual. Nevertheless, it was felt that in the process of a careful 
investigation it would be possible to detect the role of the cultural com- 
ponents in the pain experience. 


The Research Setting 


In setting up the research we were interested not only in the purely 
theoretical aspects of the findings in terms of possible contribution to the 
understanding of the pain experience in general; we also had in mind the 
practical goal of a contribution to the field of medicine. In the relationship 
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between the doctor and his patient the respective attitudes toward pain 
may play a crucial role, especially when the doctor feels that the patient 
exaggerates his pain while the patient feels that the doctor minimizes his 
suffering. The same may be true, for instance, in a hospital where the 
members of the medical and nursing staff may have attitudes toward pain 
different from those held by the patient, or when they expect a certain 
pattern of behavior according to their cultural background while the 
patient may manifest a behavior pattern which is acceptable in his culture. 
These differences may play an important part in the evaluation of the 
individual pain experience, in dealing with pain at home and in the hos- 
pital, in administration of analgesics, etc. Moreover, we expected that this 
study of pain would offer opportunities to gain insight into related attitudes 
toward health, disease, medication, hospitalization, medicine in general, 
etc. 


With these aims in mind the project was set up at the Kingsbridge 
Veterans Hospital, Bronx, New York,5 where four ethno-cultural groups 
were selected for an intensive study. These groups included patients of 
Jewish, Italian, Irish and “Old American” stock. Three groups—Jews, 
Italians and Irish—were selected because they were described by medical 
people as manifesting striking differences in their reaction to pain. Italians 
and Jews were described as tending to “exaggerate” their pain, while the 
Irish were often depicted as stoical individuals who are able to'take a great 
deal of pain. The fourth group, the “Old Americans”, were chosen because 
the values and attitudes of this group dominate in the country and are 
held by many members of the medical profession and by many descendants 
of the immigrants who, in the process of Americanization, tend to adopt 
American patterns of behavior. The members of this group can be defined 
as White, native-born individuals, usually Protestant, whose grandparents, 
at least, were born in the United States and who do not identify themselves 
with any foreign group, either nationally, socially or culturally. 


The Kingsbridge Veterans Hospital was chosen because its population 
represents roughly the ethnic composition of New York City, thus offering 
access to a fair sample of the four selected groups, and also because 
various age groups were represented among the hospitalized veterans of 
World War I, World War II and the Korean War. In one major respect 
_ this hospital was not adequate, namely, in not offering the opportunity 
to investigate sex differences in attitude toward pain. This aspect of re- 
search will be carried out in a hospital with a large female population. 


In setting up this project we were mainly interested in discovering 
certain regularities in reactions and attitudes toward pain characteristic 


5] should like to take the opportunity to express my appreciation to Dr. Harold G. Wolff, 
Professor of Neurology, Cornell University Medical College, Dr. Hiland Flowers, Chief of 
Neuropsychiatric Service, Dr. Robert Morrow, Chief of Clinical Psychology Section, Dr. Louis 
Berlin, Chief of Neurology Section, and the Management of the hospital for their cooperation 
in the setting up of the research at the Kingsbridge Veterans Hospital. 
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of the four groups. Therefore, the study has a qualitative character, and 
the efforts of the researchers were not directed toward a collection of ma- 
terial suitable for quantitative analysis. The main techniques used in the 
collection of the material were interviews with patients of the selected 
groups, observation of their behavior when in pain and discussion of the 
individual cases with doctors, nurses and other people directly or indirectly 
involved in the pain experience of the individual. In addition to the inter- 
views with patients, “healthy” members of the respective groups were 
interviewed on their attitudes toward pain, because in terms of the original 
hypothesis those attitudes and reactions which are displayed by the patients 
of the given cultural groups are held by all members of the group regard- 
less of whether or not they are in pain although in pain these attitudes 
may come more sharply into focus. In certain cases the researchers have 
interviewed a member of the patient’s immediate family in order to check 
the report of the patient on his pain experience and in order to find out 
what are the attitudes and reactions of the family toward the patient’s 
experience. 

These interviews, based on a series of open-ended questions, were 
focussed upon the past and present pain experiences of the interviewee. 
However, many other areas were considered important for the understand- 
ing of this experience. For instance, it was felt that complaints of pain 
may play an important role in manipulating relationships in the family 
and the larger social environment. It was also felt that in order to under- 
stand the specific reactive patterns in controlling pain it is important to 
know certain aspects of child-rearing in the culture, relationships between 
parents and children, the role of infliction of pain in punishment, the 
attitudes of various members of the family toward specific expected, 
accepted pain experiences, and so on. The interviews were recorded on 
wire and transcribed verbatim for an ultimate detailed analysis. The 
interviews usually lasted for approximately two hours, the time being 
limited by the condition of the interviewee and by the amount and quality 
of his answers. When it was considered necessary an interview was re- 
peated. In most of the cases the study of the interviewee was followed by 
informal conversations and by observation of his behavior in the hospital. 


The information gathered from the interviews was discussed with 
members of the medical staff, especially in the areas related to the medical 
aspects of the problem, in order to get their evaluation of the pain experi- 
ence of the patient. Information as to the personality of the patient was 
checked against results of psychological testing by members of the psycho- 
logical staff of the hospital when these were available. 

The discussion of the material presented in this paper is based on 
interviews with 103 respondents, including 87 hospital patients in pain 
and 16 healthy subjects. According to their ethno-cultural background the 
respondents are distributed as follows: “Old Americans”, 26; Italians, 24; 
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Jews, 31; Irish, 11; and others, 11.6 In addition, there were the collateral 
interviews and conversations noted above with family members, doctors, 
nurses and other members of the hospital staff. 


With regard to the pathological causes of pain the majority of the 
interviewees fall into the group of patients suffering from neurological 
diseases, mainly herniated discs and spinal lesions. The focussing upon a 
group of patients suffering from a similar pathology offered the oppor- 
tunity to investigate reactions and attitudes toward spontaneous pain which 
is symptomatic of one group of diseases. Nevertheless, a number of pa- 
tients suffering from other diseases were also interviewed. 

This paper is based upon the material collected during the first stage 
of study. The generalizations are to a great extent tentative formulations 
on a descriptive level. There has been no attempt as yet to integrate the 
results with the value system and the cultural pattern of the group, though 
here and there there will be indications to the effect that they are part of 
the culture pattern. The discussions will be limited to main regularities 
within three groups, namely, the Italians, the Jews and the “Old Ameri- 
cans”. Factors related to variations within each group will be discussed 
after the main prevailing patterns have been presented. 


Pain Among Patients of Jewish and Italian Origin 


As already mentioned, the Jews and Italians were selected mainly 
because interviews with medical experts suggested that they display similar 
reactions to pain. The investigation of this similarity provided the oppor- 
tunity to check a rather popular assumption that similar reactions reflect 
similar attitudes. The differences between the Italian and Jewish culture 
are great enough to suggest that if the attitudes are related to cultural 
pattern they will also be different despite the apparent similarity in mani- 
fest behavior. 

Members of both groups were described as being very emotional in 
their responses to pain. They were described as tending to exaggerate 
their pain experience and being very sensitive to pain. Some of the doctors 
stated that in their opinion Jews and Italians have a lower threshold of 
pain than members of other ethnic groups, especially members of the so- 
called Nordic group. This statement seems to indicate a certain confusion 
as to the concept of the threshold of pain. According to people who have 
studied the problem of the threshold of pain, for instance Harold Wolff 
and his associates, the threshold of pain is more or less the same for all 
human beings regardless of nationality, sex or age. 

In the course of the investigation the general impressions of doctors 
were confirmed to a great extent by the interview material and by the 


SItalian respondents are mainly cf South Italian origin; the Jewish respondents, with one exception, 
are all of East European origin. Whenever the Jews are mentioned they are spoken of in terms 
of the culture they represent and not in terms of their religion. 
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observation of the patients’ behavior. However, even a superficial study 
of the interviews has revealed that though reactions to pain appear to be 
similar the underlying attitudes toward pain are different in the two 
groups. While the Italian patients seemed to be mainly concerned with the 
immediacy of the pain experience and were disturbed by the actual pain 
sensation which they experienced in a given situation, the concern of 
patients of Jewish origin was focussed mainly upon the symptomatic 
meaning of pain and upon the significance of pain in relation to their 
health, welfare and, eventually, for the welfare of the families. The 
Italian patient expressed in his behavior and in his complaints the dis- 
comfort caused by pain as such, and he manifested his emotions with 
regard to the effects of this pain experience upon his immediate situation 
in terms of occupation, economic situation and so on; the Jewish patient 
expressed primarily his worries and anxieties as to the extent to which the 
pain indicated a threat to his health. In this connection it is worth men- 
tioning that one of the Jewish words to describe strong pain is yessurim, a 
word which is also used to describe worries and anxieties. 


Attitudes of Italian and Jewish patients toward pain-relieving drugs 
can serve as an indication of their attitude toward pain. When in pain the 
Italian calls for pain relief and is mainly concerned with the analgesic 
effects of the drugs which are administered to him. Once the pain is relieved 
the Italian patient easily forgets his sufferings and manifests a happy and 
joyful disposition. The Jewish patient, however, often is reluctant to 
accept the drug, and he explains this reluctance in terms of concern about 
the effects of the drug upon his health in general. He is apprehensive about 
the habit-forming aspects of the analgesic. Moreover, he feels that the drug 
relieves his pain only temporarily and does not cure him of the disease 
which may cause the pain. Nurses and doctors have reported cases in 
which patients would hide the pill which was given to them to relieve their 
pain and would prefer to suffer. These reports were confirmed in the 
interviews with the patients. It was also observed that many Jewish patients 
after being relieved from pain often continued to display the same de- 
pressed and worried behavior because they felt that though the pain was 
currently absent it may recur as long as the disease was not cured com- 
pletely. From these observations it appears that when one deals with a 
Jewish and an Italian patient in pain, in the first case it is more important 
to relieve the anxieties with regard to the sources of pain, while in the 
second it is more important to relieve the actual pain. 


Another indication as to the significance of pain for Jewish and 
Italian patients is their respective attitudes toward the doctor. The Italian 
patient seems to display a most confident attitude toward the doctor which 
is usually reinforced after the doctor has succeeded in relieving pain, 
whereas the Jewish patient manifests a skeptical attitude, feeling that the 
fact that the doctor has relieved his pain by some drug does not mean at 
all that he is skillful enough to take care of the basic illness. Consequently, 
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even when the pain is relieved, he tends to check the diagnosis and the 
treatment of one doctor against the opinions of other specialists in the 
field. Summarizing the difference between the Italian and Jewish attitudes, 
one can say that the Italian attitude is characterized by a present-oriented 
apprehension with regard to the actual sensation of pain, and the Jew 
tends to manifest a future-oriented anxiety as to the symptomatic and 
general meaning of the pain experience. 

It has been stated that the Italians and Jews tend to manifest similar 
behavior in terms of their reactions to pain. As both cultures allow for 
free expression of feelings and emotions by words, sounds and gestures, 
both the Italians and Jews feel free to talk about their pain, complain 
about it and manifest their sufferings by groaning, moaning, crying, etc. 
They are not ashamed of this expression. They admit willingly that when 
they are. in pain they do complain a great deal, call for help and expect 
sympathy and assistance from other members of their immediate social 
environment, especially from members of their family. When in pain they 
are reluctant to be alone and prefer the presence and attention of other 
people. This behavior, which is expected, accepted and approved by the 
Italian and Jewish cultures often conflicts with the patterns of behavior 
expected from a patient by American or Americanized medical people. 
Thus they tend to describe the behavior of the Italian and Jewish patient 
as exaggerated and over-emotional. The material suggests that they do tend 
to minimize the actual pain experiences of the Italian and Jewish patient 
regardless of whether they have the objective criteria for evaluating the 
actual amount of pain which the patient experiences. [t seems that the 
uninhibited display of reaction to pain as manifested by the Jewish and 
Italian patient provokes distrust in American culture instead of provoking 
sympathy. 

Despite the close similarity between the manifest reactions among Jews 
and Italians, there seem to be differences in emphasis especially with re- 
gard to what the patient achieves by these reactions and as to the specific 
manifestations of these reactions in the various social settings. For in- 
stance, they differ in their behavior at home and in the hospital. The 
Italian husband, who is aware of his role as an adult male, tends to avoid 
verbal complaining at home, leaving this type of behavior to the women. 
In the hospital, where he is less concerned with his role as a male, he tends 
to be more verbal and more emotional. The Jewish patient, on the contrary, 
seems to be more calm in the hospital than at home. Traditionally the 
Jewish male does not emphasize his masculinity through such traits as 
stoicism, and he does not equate verbal complaints with weakness. More- 
over, the Jewish culture allows the patient to be demanding and complain- 
ing. Therefore, he tends more to use his pain in order to control inter- 
personal relationships within the family. Though similar use of pain to 
manipulate the relationships between members of the family may be 
present also in some other cultures it.seems that in the Jewish culture this 
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is not disapproved, while in others it is. In the hospital one can also dis- 
tinguish variations in the reactive patterns among Jews and Italians. Upon 
his admission to the hospital and in the presence of the doctor the Jewish 
patient tends to complain, ask for help, be emotional even to the point of . 
crying. However, as soon as he feels that adequate care is given to him 
he becomes more restrained. This suggests that the display of pain reaction 
serves less as an indication of the amount of pain experienced than as a 
means to create an atmosphere and setting in which the pathological 
causes of pain will be best taken care of. The Italian patient, on the other 
hand, seems to be less concerned with setting up a favorable situation for 
treatment. He takes for granted that adequate care will be given to him, 
and in the presence of the doctor he seems to be somewhat calmer than the 
Jewish patient. The mere presence of the doctor reassures the Italian pa- 
tient, while the skepticism of the Jewish patient limits the reassuring role 
of the physician. 


To summarize the description of the reactive patterns of the Jewish 
and Italian patients, the material suggests that on a semi-conscious level 
the Jewish patient tends to provoke worry and concern in his social en- 
vironment as to the state of his health and the symptomatic character of 
his pain, while the Italian tends to provoke sympathy toward his suffering. 
In one case the function of the pain reaction will be the mobilization of 
the efforts of the family and the doctors toward a complete cure, while in 
the second case the function of the reaction will be focussed upon the 
mobilization of effort toward relieving the pain sensation. 


On the basis of the discussion of the Jewish and Italian material two 
generalizations can be made: 1) Similar reactions to pain manifested by 
members of different ethno-cultural groups do not necessarily reflect 
similar attitudes to pain. 2) Reactive patterns similar in terms of their 
manifestations may have different functions and serve different purposes 
in various cultures. 


Pain Among Patients of “Old American” Origin 


There is little emphasis on emotional complaining about pain among 
“Old American” patients. Their complaints about pain can best be 
described as reporting on pain. In describing his pain, the “Old American” 
patient tries to find the most appropriate ways of defining the quality of 
pain, its localization, duration, etc. When examined by the doctor he gives 
the impression of trying to assume the detached role of an unemotional 
observer who gives the most efficient description of his state for a correct 
diagnosis and treatment. The interviewees repeatedly state that there is no 
point in complaining and groaning and moaning, etc., because “it won’t 
help anybody”. However, they readily admit that when pain is unbearable 
they may react strongly, even to the point of crying, but they tend to do it 


24 





ie 





when they are alone. Withdrawal from society seems to be a frequent 
reaction to strong pain. 

There seem to be different patterns in reacting to pain depending on 
the situation. One pattern, manifested in the presence of members of the 
family, friends, etc., consists of attempts to minimize pain, to avoid com- 
plaining and provoking pity; when pain becomes too strong there is a 
tendency to withdraw and express freely such reactions as groaning, moan- 
ing, etc. A different pattern is manifested in the presence of people who, 
on account of their profession, should know the character of the pain ex- 
perience because they are expected to make the appropriate diagnosis, 
advise the proper cure and give the adequate help. The tendency to avoid 
deviation from certain expected patterns of behavior plays an important 
role in the reaction to pain. This is also controlled by the desire to seek 
approval on the part of the social environment, especially in the hospital, 
where the “Old American” patient tries to avoid being a “nuisance” on 
the ward. He seems to be, more than any other patient, aware of an ideal 
pattern of behavior which is identified as “American”, and he tends to 
conform to it. This was characteristically expressed by a patient who 
answered the question how he reacts to pain by saying, “I react like a 
good American.” 

An important element in controlling the pain reaction is the wish of 
the patient to cooperate with those who are expected to take care of him. 
The situation is often viewed as a team composed of the patient, the doctor, 
the nurse, the attendant, etc., and in this team everybody has a function 
and is supposed to do his share in order to achieve the most successful 
result. Emotionality is seen as a purposeless and hindering factor in a 
situation which calls for knowledge, skill, training and efficiency. It is 
important to note that this behavior is also expected by American or 
Americanized members of the medical or nursing staff, and the patients 
who do not fall into this pattern are viewed as deviants, hypochondriacs 
and neurotics. 

As in the case of the Jewish patients, the American attitude toward 
pain can be best defined as a future-oriented anxiety. The “Old American” 
patient is also concerned with the symptomatic significance of pain which 
is correlated with a pronounced health-consciousness. It seems that the 
“Old American” is conscious of various threats to his health which are 
present in his environment and therefore feels vulnerable and is prone to 
interpret his pain sensation as a warning signal indicating that something 
is wrong with his health and therefore must be reported to the physician. 
With some exceptions, pain is considered bad and unnecessary and there- 
fore must be immediately taken care of. In those situations where pain is 
expected and accepted, such as in the process of medical treatment or as a 
result of sports activities, there is less concern with the pain sensation. In 
general, however, there is a feeling that suffering pain is unnecessary when 
there are means of relieving it. 
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Though the attitudes of the Jewish and “Old American” patients can 
be defined as pain anxiety they differ greatly. The future-oriented anxiety 
of the Jewish interviewee is characterized by pessimism or, at best, by 
skepticism, while the “Old American” patient is rather optimistic in his 
future-orientation. This attitude is fostered by the mechanistic approach 
to the body and its functions and by the confidence in the skill of the 
expert which are so frequent in the American culture. The body is often 
viewed as a machine which has to be well taken care of, be periodically 
checked for disfunctioning and eventually, when out of order, be taken to 
an expert who will “fix” the defect. In the case of pain the expert is the 
medical man who has the “know-how” because of his training and ex- 
perience and therefore is entitled to full confidence. An important element 
ir. the optimistic outlook is faith in the progress of science. Patients with 
intractable pain often stated that though at the present moment the doctors 
do not have the “drug” they will eventually discover it, and they will give 
the examples of sulpha, penicillin, etc. 


The anxieties of a pain-experiencing “Old American” patient are 
greatly relieved when he feels that something is being done about it in 
terms of specific activities involved in the treatment. It seems that his 
security and confidence increases in direct proportion to the number of 
tests, X-rays, examinations, injections, etc. that are given to him. Accord- 
ingly, “Old American” patients seem to have a positive attitude toward 
hospitalization, because the hospital is the adequate institution which is 
equipped for the necessary treatment. While a Jewish and an Italian 
patient seem to be disturbed by the impersonal character of the hospital 
and by the necessity of being treated there instead of at home, the “Old 
American” patient, on the contrary, prefers the hospital treatment to the 
home treatment, and neither he nor his family seems to be disturbed by 
hospitalization. 


To summarize the attitude of the “Old American” toward pain, he is 
disturbed by the symptomatic aspect of pain and is concerned with its 
incapacitating aspects, but he tends to view the future in rather optimistic 
colors, having confidence in the science and skill of the professional 
people who treat his condition. 


Some Sources of Intra-Group Variation 


In the description of the reactive patterns and attitudes toward pain 
among patients of Jewish and “Old American” origin certain regularities 
have been observed for each particular group regardless of individual 
differences and variations. This does not mean that each individual in each 
group manifests the same reactions and attitudes. Individual variations 
are often due to specific aspects of pain experience, to the character of 
the disease which causes the pain or to elements in the personality of the 
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patient. However, there are also other factors that are instrumental in 
provoking these differences and which can still be traced back to the 
cultural backgrounds of the individual patients. Such variables as the 
degree of Americanization of the patient, his socio-economic background, 
education and religiosity may play an important role in shaping individual 
variations in the reactive patterns. For instance, it was found that the pat- 
terns described are manifested most consistently among immigrants, while 
their descendants tend to differ in terms of adopting American forms of 
behavior and American attitudes toward the role of the medical expert, 
medical institutions and equipment in controlling pain. It is safe to say 
that the further is the individual from the immigrant generation the more 
American is his behavior. This is less true for the attitudes toward pain, 
which seem to persist tc a great extent even among members of the third 
generation and even though the reactive patterns are radically changed. A 
Jewish or Italian patient born in this country of American-born parents 
tends to behave like an “Old American” but often expresses attitudes simi- 
lar to those which are expressed by the Jewish or Italian people. They try 
to appear unemotional and efficient in situations where the immigrant 
would be excited and disturbed. However, in the process of the interview, 
if a patient is of Jewish origin he is likely to express attitudes of anxiety 
as to the meaning of his pain, and if he is an Italian he is likely to be 
rather unconcerned about the significance of his pain for his future. 


The occupational factor plays an important role when pain affects a 
specific area of the body. For instance, manual workers with herniated 
discs are more disturbed by their pain than are professional or business 
people with a similar disease because of the immediate significance of this 
particular pain for their respective abilities to earn a living. It was also 
observed that headaches cause more concern among intellectuals than 
among manual workers. 


The educational background of the patient also plays an important 
role in his attitude with regard to the symptomatic meaning of a pain sen- 
sation. The more educated patients are more health-conscious and more 
aware of pain as a possible symptom of a dangerous disease. However, 
this factor plays a less important role than might be expected. The less 
educated “Old American” or Jewish patient is still more health-conscious 
than the more educated Italian. On the other hand, the less educated Jew 
is as much worried about the significance of pain as the more educated one. 
The education of the patient seems to be an important factor in fostering 
specific reactive patterns. The more educated patient, who may have more 
anxiety with regard to illness, may be more reserved in specific reactions 
to pain than an unsophisticated individual, who feels free to express his 
feelings and emotions. 
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The Transmission of Cultural Attitudes Toward Pain 


In interpreting the differences which may be attributed to different 
socio-economic and education backgrounds there is enough evidence to 
conclude that these differences appear mainly on the manifest and be- 
havioral level, whereas attitudinal patterns toward pain tend to be more 
uniform and to be common to most of the members of the group regardless 
of their specific backgrounds. 


These attitudes toward pain and the expected reactive patterns are 
acquired by the individual members of the society from the earliest child- 
hood along with other cultural attitudes and values which are learned 
from the parents, parent-substitutes, siblings, peer groups, etc. Each 
culture offers to its members an ideal pattern of attitudes and reactions, 
which may differ for various sub-cultures in a given society, and each 
individual is expected to conform to this ideal pattern. Here, the role of 
the family seems to be of primary importance. Directly and indirectly the 
family environment effects the individual’s ultimate response to pain. In 
each culture the parents teach the child how to react to pain, and by ap- 
proval or disapproval they promote specific forms of behavior. This con- 
clusion is amply supported by the interviews. Thus, the Jewish and Italian 
respondents are unanimous in relating how their parents, especially 
mothers, manifested over-protective and over-concerned attitudes toward 
the child’s health, participation in sports, games, fights, etc. In these 
families the child is constantly reminded of the advisability of avoiding 
colds, injuries, fights and other threatening situations. Crying in complaint 
is responded to by the parents with sympathy, concern and help. By their 
over-protective and worried attitude they foster complaining and tears. The 
child learns to pay attention to each painful experience and to look for 
help and sympathy which are readily given to him. In Jewish families, 
where not only a slight sensation of pain but also each deviation from the 
child’s normal behavior is looked upon as a sign of illness, the child is 
prone to acquire anxieties with regard to the meaning and significance of 
these manifestations. The Italian parents do not seem to be concerned with 
the symptomatic meaning of the child’s pains and aches, but instead there 
is a great deal of verbal expression of emotions and feelings of sympathy 
toward the “poor child” who happens to be in discomfort because of ill- 
ness or because of an injury in play. In these families a child is praised 
when he avoids physical injuries and is scolded when he does not pay 
enough attention to bad weather, to drafts or when he takes part in rough 
games and fights. The injury and pain are often interpreted to the child 
as punishment for the wrong behavior, and physical punishment is the 
usual consequence of misbehavior. 


In the “Old American” family the parental attitude is quite different. 
The child is told not to “run to mother with every little thing”. He is told 
to take pain “like a man”, not to be a “sissy”, not to cry. The child’s 
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participation in physical sports and games is not only approved but is 
also strongly stimulated. Moreover, the child is taught to expect to be hurt 
in sports and games and is taught to fight back if he happens to be at- 
tacked by other boys. However, it seems that the American parents are 
conscious of the threats to the child’s health, and they teach the child to 
take immediate care of any injury. When hurt the right thing to do is not 
to cry and get emotional but to avoid unnecessary pain and prevent un- 
pleasant consequences by applying the proper first aid medicine and by 
calling a doctor. 


Often attitudes and behavior fostered in a family conflict with those 
patterns which are accepted by the larger social environment. This is 
especially true in the case of children of immigrants. The Italian or 
Jewish immigrant parents promote patterns which they consider correct, 
while the peer groups in the street and in the school criticize this behavior 
and foster a different one. In consequence, the child may acquire the 
attitudes which are part of his home-life but may also adopt behavior 
patterns which conform to those of his friends. 


The direct promotion of certain behavior described as part of the 
child-rearing explains only in part the influence of the general family 
environment and the specific role of the parents in shaping responses to 
pain. They are also formed indirectly by observing the behavior of other 
members of the family and by imitating their responses to pain. Moreover, 
attitudes toward pain are also influenced by various aspects of parent- 
child relationship in a culture. The material suggests that differences in 
attitudes toward pain in Jewish, Italian and “Old American” families are 
closely related to the role and image of the father in the respective cul- 
tures in terms of his authority and masculinity. Often the father and 
mother assume different roles in promoting specific patterns of behavior 
and specific attitudes. For example, it seems that in the “Old American” 
family it is chiefly the mother who stimulates the child’s ability to resist 
pain, thus emphasizing his masculinity. In the Italian family it seems that 
the mother is the one who inspires the child’s emotionality, while in the 
Jewish family both parents express attitudes of worry and concern which 
are transmitted to the children. 


Specific deviations from expected reactive and attitudinal patterns 
can often be understood in terms of a particular structure of the family. 
This became especially clear from the interviews of two Italian patients 
and one Jewish patient. All three subjects revealed reactions and attitudes 
diametrically opposite to those which the investigator would expect on the 
basis of his experience. In the process of the interview, however, it ap- 
peared that one of the Italian patients was adopted into an Italian family, 
found out about his adoption at the age of fourteen, created a phantasy 
of being of Anglo-Saxon origin because of his physical appearance and 
accordingly began to eradicate everything “Italian” in his personality and 
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behavior. For instance, he denied knowledge of the Italian language despite 
the fact that he always spoke Italian in the family and even learned to 
abstain from smiling, because he felt that being happy and joyful is an 
indication of Italian origin. The other Italian patient lost his family at a 
very early age because of family disorganization and was brought up in 
an Irish foster home. The Jewish patient consciously adopted a “non- 
Jewish” pattern of behavior and attitude because of strong sibling rivalry. 
According to the respondent, his brother, a favored son in the immigrant 
Jewish family, always manifested “typical” Jewish reactions toward 
disease, and the patient, who strongly disliked the brother and was jealous 
of him, decided to be “completely different”. 


*% * * 


This analysis of cultural factors in responses to pain is tentative and 
incomplete. It is based upon only one year of research which has been 
devoted exclusively to collection of raw material and formulation of 
working hypotheses. A detailed analysis of the interviews may call for 
revisions and reformulations of certain observations described in this 
paper. Nevertheless, the first objectives of our research have been attained 
in establishing the importance of the role of cultural factors in an area 
relatively little explored by the social sciences. We hope that in the course 
of further research we shall be able to expand our investigation into other 
areas of the pain problem, such as sex differences in attitudes toward pain, 
the role of age differences and the role of religious beliefs in the pain 
experience. We hope also that the final findings of the study will contribute 
to the growing field of collaboration between the social sciences and 
medicine for the better understanding of human problems. 








Illness, Therapy and the Modern 
Urban American Family 


? 
Talcott Parsons and Renee Fox 


The primary purpose of this paper is to show that the relations be- 
tween illness and the family are to be understood only through combining 
sociological analysis of the structure of role-systems with psychodynamic 
analysis of certain processes in personalities. For (as our introduction to 
this volume states) we regard illness as both a psychological disturbance 
and a deviant social role.1 


Doctor-Patient and Parent-Child: Some Analogies 


We begin our analysis by suggesting that there are intimate psycho- 
dynamic relationships between the processes which occur in the normal 
system of family interaction, and those which obtain both in the doctor- 
patient relationship and in such more elaborately differentiated health- 
care institutions as the hospital. At the same time, we propose that the 
emergence of the medical profession and of the hospitals into their stra- 
tegic position in contemporary society is not solely attributable to the 
accumulation of technical medical knowledge and its application in techno- 
logical processes. Rather, it is our paramount thesis that the doctor and 
the hospital provide a set of institutionalized mechanisms for handling 
certain of the motivational problems of personality adjustment: mechan- 
isms which, in certain respects, are functionally alternative to those of 
the family. Thus, the family and therapeutic institutions resemble each 
other; if this were not true, the kind of functional relationship between 
them which we wish to analyze could not exist. At the same time, they also 
differ in fundamental respects; if this were not the case, there would be far 
less reason either for the existence or for the effectiveness of these institu- 
tions. 


The elements of correspondence are perhaps best approached in terms 
of two analogies: on the one hand, the similarity between illness and the 
status of the child in the family; on the other hand, the overlap between 


1In our submitted draft of this paper, we placed considerably more emphasis upon psychological 
mechanisms than this final version incorporates. All of our major social structural arguments 
were complemented by their psychologically-phrased equivalents, Space was limited, however, 
and so it became necessary to omit some of our more ‘‘psychologistic’’ — We hope that 
such deletions in no way impair our foremost intent, which is to show how the simultaneous 
use of psychological and sociological theory can serve to illuminate a given problem area. 
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the physician’s role and that of the parent. The common point of reference 
for the first analogy is the status of the non-sick adult member of society. 
Both child and sick person differ from this norm in two primary respects. 
The first is capacity to perform the usual functions of an adult in everyday 
life. The child is not yet able to do this; partly because biological matura- 
tion has not gone far enough, partly because his socialization is still in- 
complete. Similarly, one of our main criteria of illness is that the sick 
person is “incapacitated.” In the usual case, he has been capable of normal 
functioning, but his illness, in some degree, makes him unable to carry on. 
The second respect in which the child and the sick actor are similar is 
that they are both dependent: needing and expecting to be taken care of 
by stronger, more “adequate” persons. Thus, in these two senses, illness is 
not unlike more or less complete reversion to childhood. 


The analogy of physician (and other hospital personnel) and parents 
in part is simple and obvious. These are the stronger and more adequate 
persons on whom the child and the sick person, respectively, are made to 
rely; they are the ones to whom he must turn to have those of his needs 
fulfilled which he is incapable of meeting through his own resources. As 
we shall maintain, these analogies must not be pressed too far. But they 
do constitute a convenient jumping off place for our analysis. 


Illness, so far as it is motivated, is a form of deviant behavior, and, 
as such, may be subjected to a standard sociological analysis of deviance. 
Compared with other types of non-conformist behavior, sickness character- 
istically entails passive withdrawal from normal activities and responsi- 
bilities. As such, it should be distinguished from active rebellion against 
the normal social expectations, and from the types of deviance character- 
ized by compulsive conformity.2 For it is an escape from the pressures of 
ordinary life. In a society such as our own, illness is a very strategic ex- 
pression of deviance: first, because our culture enforces an unusually high 
level of activity, independence and responsibility on the average indi- 
vidual; and second, because it connects so closely with the residua of child- 
hood dependency (which, we may suggest, are more intense in our society 
than in many others, because of the particular structure of our urban 
family3). From the point of view of the stability of the social system, 
therefore, too frequent resort to this avenue of escape presents a serious 
danger. This is the primary context in which we think of illness as an 
institutionalized role and its relation to therapy as an important mechanism 
of social control. 

It should be pointed out that as a role the state of illness is partially 
and conditionally legitimized. That is, if a person is defined as sick, his 


2For a grounding of this classification of types of deviant orientation see T, Parsons, The Social 
System, Chap. VII, and R. K. Merton, ‘‘Social Structure and Anomie,’’ Chap. ill of Social 
Theory and Social Structure, Glencoe, Ill.+ The Free Press, 1949. 

SCf. ‘‘Sources and Patterns of papain in the Social Structure of the Western World,’’ in 
Parsons, Essays in Sociological Theory (Glencoe, Illinois. The Free Press, 1949), Chap. ‘Xm. 


32 








failure to perform his normal functions is “not his fault,” and he is ac- 
corded the right to exemption and to care. At one and the same time, 
however, the sick person is enjoined to accept the definition of his state 
as undesirable and the obligation to get well as expeditiously as possible. 


Similarly, childhood is more than a condition. Like illness, it also is 
a conditionally legitimized social role. The child is permitted to be childish 
only temporarily. He accepts the obligation to grow up, even though at 
times it is very painful, and to cooperate with his parents in helping him 
to achieve maturity. 


We feel it is largely because of this close correspondence between the 
status of the child and of the sick person that it is important to have the 
major part of illness in our society tended outside the family. However, 
since the family has been the principal refuge for the sick in most societies, 
the question arises as to why in our society we are so ready to send our 
sick outside the family to special medical institutions. The importance of 
the technological factors we grant; but, as already indicated, we feel that 
there is more to it than that. 


Some Vulnerabilities of the American Family 


The primary psychodynamically relevant reasons we find in the 
special character of the American urban family, which is extremely vul- 
nerable to certain types of strain. Mechanisms have developed which re- 
lieve the family of the additional stresses which would be imposed upon it 
by making the care of the sick one of its principal functions. At the same 
time, most cases of illness with psychological components are probably 
more effectively cared for in the special circumstances of our society by 
professionalized agencies than they would be in families. 


When ranged alongside the kinship groups of other social orders, the 
most striking features of our family system are: its small size; the isolation 
of the principal unit, the conjugal family, from other sectors of the kinship 
system; and the modern family’s apparent functionlessness. With respect 
to its loss of function, the urban family has, above all, ceased to be an 
agency of economic production—by obvious contrast, for instance, with 
peasant families the world over. Furthermore, even in the close-knit setting 
of the immediate community, little political responsibility is taken by 
families as units. 

We interpret this to mean that the influence of the family in our 
society has become highly indirect. In fact, as we see it, the contemporary 
American family derives its functional import almost exclusively from the 
effect it has upon its members as personalities. For us, the primary sig- 
nificance of this family type resides in the fact that it insures perpetuation 
of cultural patterns essential to the society (above all, its values) by mo- 
tivating the actor to carry out these major patterns. With respect to adult 
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family members this is primarily a “maintenance” or regulatory function: 
a matter of absorbing, easing and dealing with the consequences of various 
kinds of strain arising out of their life situations. For children, on the other 
hand, it involves the powerful process of socialization.4 


The American family is well adapted to the exigencies of a modern 
industrial society. But it is also highly susceptible to many grave strains. 
For, though the wife-mother bears the major socio-emotional responsi- 
bilities within the family, she is largely excluded from those occupational 
roles which are the source of family status and socio-economic sustenance. 
Further, whatever her activities outside the home may be, they tend on the 
whole to be “representative” ones undertaken in the name of the family. 


On the other hand, the husband-father as the provider and primary 
status bearer of the family is exposed during all the working hours of his 
existence to the distinctive rigors of the marketplace, wherein he carries 
the heavy load of responsibility for the family. In addition, he is classi- 
cally a “scapegoat”: the symbolic target at which the child primarily aims 
the hostile-aggressive impulses aroused in him as he undergoes the stress- 
ful process of socialization. It is the specialized function of the wife-mother 
to act as skillful mediator of the child-father relationship and thereby to 
assure both the perpetuation of family solidarity and the emotional se- 
curity of the child. 


The roles of the wife-mother and the husband-father, then, are char- 
acteristically subject to a complex of structural strains, as is the child in 
his role of socializee, particularly when sibling rivalry intervenes. Finally, 
in our society, the advent of old age brings still another set of problems 
in its wake: forced retirement from the occupational sphere so crucial to 
the male actor’s sense of worth, and to the woman’s status and security 
systems; and overwhelming socio-psychological isolation. 


As a response to any one of these family-based or focussed social 
pressures, illness could provide a tantalizingly attractive “solution.” For 
the sick role is a semi-legitimate channel of withdrawal—exempting the 
social actor from adult responsibilities and enjoining him to allow himself 
to be taken care of by others. As we have already emphasized, illness is 
very often motivational in origin. Even in those instances where the 
etiology of the disorder is primarily physico-chemical, the nature and 
severity of symptoms and the rate of recuperation are almost invariably 
influenced by the attitudes of the patient. 


It is easy to see, therefore, how the wife-mother, for example, might 
“choose” the sick role as an institutionalized way out of her heavy “human 


4As we will point out in a later section of this article, despite the paring down process which our 
family system has undergone, its residual functions as Pry socializer, social control agent, 
and emotional bulwark, are so crucial that the over-all importance of kinship in our society 
has not diminished. Indeed, as Robin Williams phrases it in his study of American Society, 
though “the scope of family activities has narrowed; the emotional significance of the surviving 
relationships has, in one sense, increased.’’ (p. 77). 
A brief analysis of these features of the American family will be found in Parsons, Bales 
and Shils, Working Papers in the Theory of Action, Chap. V, Sec. viii. 
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relations management” responsibilities in the family; or how she might 
seize upon illness as a compulsively feministic way of reacting to her 
exclusion from the life open to a man. Similarly, the passive-dependent 
role of illness offers the husband-father semi-institutionalized respite from 
the discipline and autonomy which his occupation demands of him. 

As for the child, we have already indicated that he is being pushed 
and pulled along a tension-ridden path which points toward adulthood. It 
is almost a foregone conclusion, then, that at any point along this sociali- 
zation continuum, illness can provide him with a method of escape from 
progressively more exacting obligations to behave in a mature fashion. 
For sickness not only allows the child to be nurtured and cared for as the 
infant that he still yearns, in part, to be; but, in becoming the central 
focus of family solicitude and concern, the sick child also achieves tem- 
porary victory in the competition with his siblings for a lion’s share of 
parental attention. Coming around full circle in the family’s life span, we 
can easily see how illness might serve not only the child, and the young 
and middle-aged adult, but the elderly person as well. The aged individual, 
occupationless, and with no traditionally assured place in the families es- 
tablished by his daughters and sons, through illness may once again 
become an integral member of a meaningful social group, cared for either 
by his grown children or by a medical community of some sort. 


Family Care of the Sick: A Functional Analysis of Liabilities 


We turn now to consider the problem of the resources available to 
the family for dealing with these tendencies to make psychological use of 
illness. What are the probable consequences of attempting to cope with 
the psychological impact of serious illness within the American family— 
both upon the sick person himself, and upon other members of the family? 

First, we note the probability that handling sickness outside the 
family serves to discourage falling ill in the first place. It is a method of 
preventing a person from “eating his cake and having it, too.” Care of the 
sick places upon those who assume the responsibility, the obligation to 
accept the sick person in his state of illness, If this component of accept- 
ance, therefore, were combined with the supportive features of the normal 
familial role, there would be a double reinforcement of the motivation to 
illness. The sick person could then enjoy good standing in the family—in 
the psychological sense, “all the comforts of home”—without paying the 
normal price for such familial acceptance: the fulfillment of role-obliga- 
tions. In this respect, then, the family has an inherent tendency to set a 
“vicious circle” kind of interaction into motion: driving the sick actor 
deeper and deeper into his illness, rather than reducing his psychological 
investment in his disorder. 

Next, what of the position of the members of the family who are not 
sick: what resources do they have to meet the impact of illness? We 
suggest that these resources are relatively weak; that consequently, the 
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inherent social control patterns of our family would be seriously jeop- 
ardized by the strain of caring for illness. In the first place, the Ameri- 
can family apparently operates at high levels of emotional intensity—with 
relatively little margin for “shock-absorption.” In the second place, the 
specific direction of pressures from the demands of the sick strike it at 
what appears to be a vulnerable point. We wish to discuss each of these 
aspects of the problem in turn. 


What we have called the isolation of the conjugal family, combined 
with the impersonal character of so many of our social relationships out- 
side the family, means that we place a very large proportion of our emo- 
tional eggs in the one basket of the family. Each relationship within this 
small group, then, becomes critically important, both to the stability of 
the family itself and to each of the participants as a personality. The focal 
problems, in turn, center at two points: the marriage relationship and the 
parent-child relationship, particularly that of the mother to her children. 


The constitution of our family means that there are ordinarily only 
two adults to take the roles of major responsibility. Further, there are no 
clear-cut stipulations as to which of the two is really “boss.” Rather, the 
husband-wife relationship in the American family is defined to a very high 
degree in terms of equality and spontaneous emotional mutual attraction. 


There are many indications that the load placed upon the marriage 
relationship in our family system comes closer to the maximum it can 
stand than is true for most other systems. We have long felt, for example, 
that the high American divorce rate is not an index of the “withering 
away” or disorganization of the family, as it is sometimes supposed. Quite 
to the contrary, it is our conviction that the oft-cited increase of divorce 
derives from the unique intensity and emotional import of the husband- 
wife relationship in our society, and from the heavy burden that such 
heightened affectivity imposes upon marriage. Similar things can be said 
about the parent-child relationship. How, then, does illness play into this 
precariously balanced, emotionally highly-charged system? This question 
can best be answered by following out the consequences of the serious 
illness of family members, one by one. 


Take first the case of the husband-father. Although the exemption from 
adult, masculine responsibilities granted him by the sick role worsens the 
position of the family and makes its adaptive problems more difficult, it 
is the husband-father’s claim to be taken care of which has the more im- 
mediately disruptive impact on the family’s internal situation. The wife, 
of course, is the primary sick-room attendant. The most obvious conse- 
quences of her ministrations is the withdrawal of her full quota of atten- 
tion from the children. The presence of the husband-father in the home at 
unaccustomed times is relevant here; but far more important are his 
greatly enhanced physical and emotional needs. The intricately balanced 
way in which the wife-mother normally distributes her attention between 
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husband and children is upset, for the children are called upon to sacrifice 
part of their maternal support to the father.5 

The illness of a child, on the other hand, tends to disturb family 
equilibrium by making it more difficult for the mother to meet the needs 
of the father. What is more, the mother also runs the risk of making 
sibling rivalries more acute. 

Finally, illness of the mother herself is clearly the most disturbing 
of all—and this may well be the nub of the whole matter. For, in the 
normal course of events, the mother is the primary agent of supportive 
strength for the entire family unit. Her illness, therefore, subjects husband 
and children alike to a condition of under-support, at a time when they 
are suddenly being asked to meet unexpected demands of major propor- 
tions. In the light of this, a mother-wife who is motivationally inclined 
to cast herself in the sick role may very well constitute the greatest single 
source of danger that illness can inflict on the family. 

To all these foregoing considerations, a more general point should 
be appended: the insidious effects the claims of the sick person are liable 
to have on the healthy members of his family—regardless of whether the 
stricken actor is mother, father, or child. For, if we are justified in our 
supposition that latent dependency needs are present in almost all normal 
people in our society, it follows that most individuals will also have a 
tendency to develop defense mechanisms against those needs. As a result, 
there is a high probability that our families will be inclined to over-react 
to the passive-dependent nature of illness, in either of two ways. On the 
one hand, family members may tend to be more sympathetic and sup- 
portive of the sick person than they ought: bolstering their own defense 
against a desire to be taken care of by projecting this need onto the sick 
person. Through their indulgent attitude toward the ill actor (over-em- 
phasis on the positive, supportive aspect of the treatment; under-emphasis 
on the disciplinary aspect) the family may invite him to perpetuate 
his illness. On the other hand, the family may display an excessive in- 
tolerance with respect to the debilitating features of illness—regarding 
them as a sign of weakness—and impose overly harsh disciplinary sanc- 
tions on the sick member. Such hyperseverity, of course, is as unfavorable 
to full and rapid recovery as over-permissiveness.® 


5We know how important (particularly at the Oedipal period) the signticrmes of the parental 
marriage solidarity is to children, and how sensitive they are to a feeling of being excluded. 

6It must not be forgotten that the sick role has a positive function in American society. There is 
much reason to ‘lew that illness is less harmful to the society than other forms of deviant 
behavior—for example, crime and some types of political involvement. For, sickness not only 
exposes the actor to the counteractive therapy of the doctor and his adjuncts, but (with the 
important exception of ‘‘magic-mountain-like’’ communities of the chronically ill) illness 
usually prevents the individual from attaching himself to a —— sub-culture of similarly- 
oriented deviants. Thus, the inability of the family to tolerate the illness of its members runs 
counter to 4 social need to increase, rather than decrease, the relative amount of illness. This 
is not to say that illness is positively valued in our culture. It is merely to point out that there 
is pressure to divert unavoidable deviant motivation from other channels into this ene—with a 
net functional gain for the society. (The situation is analagous to the positive function of the 
national debt. From the point of view of private finance, debt is undesirable; but from the 
point of view of economy as a whole, it has certain positive functions.) On this aspect of 
illness, cf. Parsons, The Social System, Chaps. VII and X. , 
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In other words, what we are suggesting here is that the optimal 
balance between permissive-supportive and disciplinary facets of treating 
illness is peculiarly difficult to maintain in the kind of situation presented 
by the American family. Medico-technical advances notwithstanding, there- 
fore, therapy is more easily effected in a professional milieu, where there 
is not the same order of intensive emotional involvement so characteristic 
of family relationships. 


This, of course, is a functional argument, and as such does not explain 
how the segregation arose in the first place. Very broadly, however, we 
may suggest that technological developments provided the opportunity to 
treat illness outside the family, while the kinds of strains we have out- 
lined have predisposed people to take advantage of the services of medical 
personnel. The further we have gone in our discussion of the American 
family, the more apparent have become the dynamic interdependence of 
illness, the family, the physician; deviance, socialization, and social con- 
trol. 


The Doctor-Patient Relationship and the Roles of the Ill 


When the sick actor and his family join forces with the doctor, a 
therapeutic sub-system is established which, ideally speaking, should 
facilitate the actor’s recovery from illness. At this meeting place, where 
the disabled individual contracts technically competent help with whom 
he agrees to cooperate in a concerted effort to get well, the sick role 
evolves into the patient role. 


In spite of the fact that illness is often highly motivated, it should 
not be supposed that passage from health, to sickness, to the status of 
patient, is easily effected. From whatever socio-psychological baseline the 
actor enters the sick role, adherence to the institutionalized dictates of this 
role is attained only by virtue of a learning process: a socialization ex- 
perience not without its special problems. In the words of one patient: “It 
sometimes takes a long time to learn the things we have to learn. . .” 


Even for a passive-dependent personality, the so-called exemptions of 
sickness usually present certain real difficulties. Since the sick individual 
is called upon to acknowledge the authority of medical personnages over 
himself, the obligations of the role of the patient imply temporary re- 
linquishment of the rights, as well as the duties, of normal adulthood. For 
any socialized actor, then, acceptance of this child-like status, with its 
attributes of inferior status and its socio-emotional skewing, entails con- 
siderable adjustment; a sort of “de-socialization” process is necessary. In 
the light of the motivational challenge which this unlearning entails, it 
would seem that the structuring of the doctor’s role serves a cushioning 
and delimiting kind of function. For, were the doctor to treat his patient 
exactly as the mother and father are enjoined to treat their child, in most 
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instances, he would be over-taxing the adult actor’s capacity to tolerate 
dependency.7 


It is not merely on dependency grounds alone, however, that the sick 
patient role involves an affect-laden learning sequence. There is also the 
fact that an individual in our society, when befallen with a relatively 
acute or severe malady, is likely to be wrenched from the reassuring 
familiarity of his home, his job, and his friends, and placed in:a totally 
strange hospital bed. Illness sets him down in a new, medical-scientific 
world to which he must become acclimatized. And this transplantation is 
by no means an easy one to undergo. Though the hospital community in 
which he finds himself is supposedly geared to returning the patient to 
his full participation in life outside, it is nevertheless true that the distance 
between this newly-inherited sick world and the well world which he has 
temporarily left behind is vast indeed. As one patient phrases the dichoto- 
my between these two universes: “when you're outside on the sidewalk 
there, you know there’s sick people in there in the hospital. But that’s 
breezed right through your mind. You don’t know what’s going on in there. 
Furthermore, you don’t really care. Because you’re out. You're walking 
on the street .. .” 


The sharpness of this cleavage between sickness and wellness in our 
society, so problematic to the new ‘patient, is a function of the physical 
and psychical separation of the hospital from the sites and activities of 
normal adult existence. We have already discussed some of the multiple 
reasons for which our society has seen fit to isolate the seriously ill patient 
from his family and the ranks of the non-sick in general. Most obvious 
among these is the phenomenal growth of scientific medicine in modern 
Western society—rendering the traditional home-remedy type of medical 
care obsolete by bringing in its wake teams of white-coated specialists, 
manifold test-tube procedures, an elaboration of machinery, and formal 
professionalized psychotherapy. Less apparent than these technological 
determinants, but fully as significant, are the socio-psychological reasons 
for which we have erected brick walls between the sick and the healthy: 
the special appropriateness of illness as a deviant expression in our society 
(hence, the dangers of exposing the non-sick to bio-psychical “infection”), 
and the unique defenselessness of the American urban family when faced 
with the illness of one of its members. 

The insulation of the sick, however, not only serves passively to pro- 
tect our family system and our society at large from “contamination.” 
Rather, it is one of the potent mechanisms which launches the patient on 
his recovery-directed efforts, by involving him in a complementary role- 


7The discomforts of the double-dependency characteristic of the patient role, would undoubtedly 
be experienced more acutely by an activistically-oriented personality type, for example, than by 
a more compliantly-organized individual. We are assuming, however, that even in the case of 
motivated illness, wherein the acquiescence is ‘‘chosen’’ by the actor, this choice is always an 
ambivalent one; and thus, the difficulties experienced by the patient-initiate, though perhaps 
milder in degree, will be qualitatively the same. 
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relationship with therapeutic agents. If the therapy to which he becomes 
subject is truly successful, the getting well process which the patient 
undergoes will entail meaningful attitudinal changes as well as bio- 
chemical ones. 


The Doctor’s Roie in the Therapeutic Process 


Sociological analysis of the therapeutic process has brought out 
sharply certain broad conditions of effective therapy, yielding a list of its 
major components and the temporal order of their utilization. Looked at 
from the point of view of the attitudes and manipulations of the physician§, 
therapy involves four primary aspects. 

In the first place, there must be permissiveness: allowing, even en- 
couraging the patient to express deviant ideas, wishes, and fantasies. The 
mere privilege of being treated as sick belongs in this category, but pre- 
sumably is not enough. In other words, the fact of deviant motivation must 
be accepted by the therapist, assuring the patient thereby that he is, in 
this sense, taken seriously. 


The second therapeutic component is what psychiatrists often call 
support: a more holistic kind of acceptance. This is not so much a matter 
of respecting the details of the patient’s troubles. Rather, it consists in 
valuing the sick actor as a person in his role: accepting him as a bona 
fide member of the therapeutic system because he is deemed worth helping. 
From one point of view, this is the sick: person’s immediate reward for 
trying to be a good patient. 

In the light of the above analysis, it is clear that these features of the 
therapeutic role help to minimize inhibitions about giving way to de- 
pendency needs. In fact, through transference, the patient develops a 
powerful attachment to the therapist, the ingredients of which draw heavily 
on residua of unresolved childhood motivational structures. Thus, it 
becomes doubly necessary that the permissive-supportive aspects of the 
therapeutic process should not stand alone, if the leverage gained over the 
patient’s motivational system is to transform, rather than confirm, his 
deviant motivational orientations. 

The therapist applies this leverage in two primary ways. In the first 
place, the permissive-supportive aspect of the situation arouses the patient’s 
expectations of positive deviant wish-fulfillment, and emboldens him to 
express them. The therapist must frustrate these desires by refusing the 
looked-for reciprocation. That is, though the patient will treat him as a 
parent-figure, a close friend, a lover (or, often, as a personal enemy), the 
therapist will adhere scrupulously to a professional attitude. Stated dif- 


8In outlining the components of therapy, we are assuming that not only the psychiatrist’s role, 
but the role of the physician in the more general sense, is psychotherapeutic.. Indeed, it is clear 
that “‘the basic structuring of the eecee’s role in our society did not come about through 
the application of theories of the ideal situation for psychotherapy, It was a. spontaneous, 
unplanned development of social structure which. psychiatry was able to utilize and develop .. .”’ 
(Parsons, Social System, p. 462.) 
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ferently, he avoids reciprocating the patient’s transference with counter: 
transference of his own. This creates a conflict between the expectations 
of the patient which are encouraged in the permissive-supportive phases 
of therapy, and the disciplining of overt wishes that the therapist later 
demands of him. A secondary tension is thereby set up—which is easier 
for the patient to analyze than primary ones. 

Concomitantly or increasingly the therapist introduces conditional 
rewards (of which his approval is probably the most important) for the 
patient’s good work in the therapeutic situation. Above all, he approves 
the patient for gaining insight into the character and motives of his own 
behavior. Thus, through the therapist’s denial of reciprocity and his 
wielding of conditional rewards, the patient is pushed out of his patho- 
logical dependency. At the same time, his dependency is positively utilized 
to sensitize him to the meaning of the refusal of the therapist to reciprocate, 
and to heighten the significance of rewards coming from that source. We 
may say, then, that a situation is created where conforming with the wishes 
of the therapist—gaining his approval for adult behavior—comes to out- 
balance the secondary gain of the pathological state itself. Ideally speak- 
ing, the patient gradually gives up his deviant orientation and comes to 
embrace maturity in its stead. 

Though the basic components we have just reviewed for the case of 
psychotherapy are also the focus of child socialization, the differences 
between these two processes must be underscored. First, “classical” psy- 
chotherapy occurs in a two-person system, with one patient and one thera- 
pist. Socialization, on the other hand, entails two parents and a child, 
at the very least. Secondly, whereas the family milieu is a deeply affective 
one, the therapeutic setting is more neutrally-toned. Both these distinctions 
point up the fact that for all their striking similarity, the doctor-patient 
and parent-child relationships are not identical. Whereas the patient is a 
partially socialized adult who must be taught to re-assume his role-obli- 
gations, the child is learning his obligations for the first time. Because 
child socialization has much farther to go than the therapeutic process, 
rearing the child has been delegated to two adults: the primarily suppor- 
tive mother, and the more disciplinary father. This division of labor 
lightens the parental load, and assures that both aspects of socialization 
will have balanced attention given them. The general protectiveness of the 
family, on the other hand, serves a bolstering function: endowing the 
child with the psychical fortitude he needs to cope autonomously with the 
outside world. 


Family Care vs. Professional Care 


These facts give us a baseline from which to point out some of the 
main reasons why too great a predominance of family-managed treatment 
might not only threaten the ongoing of the family itself but also impede 
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the recovery of the sick person as well. First, in some cases, the power of a 
familial therapist (e.g. the wife-mother, when either the husband-father or 
the child falls ill) could easily overactivate the sick person’s dependency, 
bringing about a regression to childhood level. Extra-familial therapeutic 
agents have better-developed safeguards against such an eventuality. For 
example, contact with the therapist is restricted to stated appointments 
under carefully regulated conditions; and the impersonal professional 
character of the hospital seems to have a similar function. Even so, evi- 
dence shows that particularly in cases of severe illness, it is relatively 
easy for the patient to acquire a very deep-seated investment in his sick 
role, either in the form of dependency on an individual therapist or in 
that of attachment to a hospital situation.2 Though the process of deso- 
cialization in learning to become a good patient is an essential prerequisite 
of successful recovery in most cases, it is therefore equally important that 
it should not go too far;19 and the condition under which it takes place 
should be carefully controlled. The American urban family, we suggest, 
has a strong tendency to permit desocialization excesses.11 


Secondly, since our family is essentially non-authoritarian in nature, 
and the motivation to illness is so deep-rooted in our society, the American 
family is a relatively weak counteractant of sickness. The professional 
therapist, in contrast, derives his potency from two sources. For one thing, 
his role is integrated with the adult world in a way that the family member 
in his kinship status is not.12 


If the sick person is to be healed, then, and the well-being of our 
kinship system is to be assured, the modern American family cannot un- 
dertake major responsibility for care of the sick. That the doctor may 
easily err in the direction of under-support, however, if he too drastically 
extrudes the family from his sphere of operation, is cogently suggested by 
certain recent developments in the modern hospital. Of late, hospitals 
throughout the country have been experimenting with such plans as allow- 
ing the mother and her newborn infant to room together, permitting the 
mother to stay overnight with her hospitalized child, and extending visit- 
ing hours for all categories of patients. Since all these trial developments 
invite the more full-blown participation of family members in the hospital 
community, it appears to us that they may express a felt need for the 
®In the latter type of case, an as yet unpublished field study by the junior author of this paper of 


a hospital ward comprised of patients ill with chronic, progressively debilitating diseases, 
demonstrates this phenomenon clearly. 

10To reiterate an earlier point: the fact that the patient is a partially socialized adult, whose 
tolerance of dependence has upper limits is relevant here, too. What is more, the sick actor's 
difficulties in accepting the passive-dependent obligations of the patient role is one of the 
best pieces of evidence we know for correcting the common tendency to regard the child and 
the sick person as psychologically identical. 

11cf, Levy, D. M., Maternal Over-Protection, New York: Columbia University Press, 1943. 


12The role of the phveician, however, is more closely analagous to the father role than to that 
of the mother. In this —— sense, mother, father and therapist may be said to vary over a 
continuous range: with the mother giving the highest level of permissiveness and support; the 
physician, the greatest incentive to acceptance of discipline. 
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greater inclusion of the family’s permissive-supportive concern in current 
medical therapy.13 ‘ 

Our analysis of these particular empirical occurences may be specu- 
lative. But the larger theoretical point it is intended to illustrate is much 
less challangeable: Making the sick individual better calls for the well- 
timed, well-chosen, well-balanced exercise of the supportive and the 
.disciplinary components of the therapeutic process; and the ministrations 
of both the doctor and the family. 


Illness and Recovery as a Learning Process 


Our sick actor now stands poised on the threshold of recovery; and 
there is a deep motivational sense in which he may not be the “same” 
person who originally fell ill. Evidence for this hypothesis is the sizeable 
body of literature penned by former patients: subjective assertions of the 
fact that the sick role and successful emergence from it may effect a far- 
reaching socialization process in the recovering actor. For all the socio- 
psychological reasons we have been attempting to outline in this paper, it 
is highly probable that illness might bring an intensive learning experience 
in its wake. Incapacitated and emotionally disturbed; relieved of the 
weighty responsibilities of the well world; removed in large part from the 
custodianship of his family and other significant actors who would be 
likely to reinforce or exacerbate his psychosomatic withdrawal—the ill 
individual comes to live for a while in a medical-dominated sphere. Here, 
he is granted nurture and sustenance; but never so much as to balance out 
the heavy impress of deprivation, subordination and loneliness to which 
he is also subject. These are the penalties which give impetus to the pa- 
tient’s desire to re-achieve wellness: the challenges to which he responds 
(ideally-speaking) by re-embracing the world of health.14 


Conclusion 


We have given evidence which, we feel, indicates that the develop- 
ment of specialized professional health-care agencies, and the consequent 
removal of much of the treatment of illness from the family, is attributable 
to something more than the technological developments of modern medi- 
cine. We have tried to show that it is highly probable that certain features 
of the American urban family, in their impact on the personalities of its 
members, have tended to push the sick person out of the home. And we 
have argued that, on the whole, extra-familial care of the sick is positively 
functional for American society in at least three respects. The first is 
13]t is not easy, of course, for the hospital staff—with its bureaucratic aoreneen | and its multiple 


technical responsibilities to large groups of patients—to provide such personalized care. In this 
respect it resembles the school more than the family. 

14Even so, the restoration of the actor to his kinship unit, to his job, and to his other non-sick 
orbits, is usually problem-laden. For one thing, we have already shown that at this juncture 
we encounter the well-known phenomenon of secondar gain ; a possible consequence if the 
transference relationship of patient and physician, and the supportive-exemptive features of 
illness are not adequately controlled. ; 
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protection of the family against the disruptive effects of the illness of its 
members. The second is the preservation of some of the positive functions 
of the sick role as a mechanism of social control—primarily, by directing 
the passive deviance of illness into closely supervised medical channels 
where it finds expression, but cannot easily spread. The third is facilitation 
of the therapeutic process—not only technologically, but in a motivational 
sense as well. 

We wish to point out that such new insights as we have been able 
to gain into these matters are only possible because of certain rather recent 
developments in the sciences of human action: above all, the possibility 
of bringing sociological and psychological analysis to bear upon the same 
set of problems in a complementary way. A simple sociological analysis 
of family structure and of the therapeutic system would not have helped 
us very much; nor, we feel, would a purist personality theory approach 
have proven especially enlightening. And yet when the two are put to- 
gether a quite new order of understanding emerges. 

We have deliberately kept our discussion on a theoretical level, with- 
out attempting to work out its possible practical import; for, within the 
scope of a single article, it would not have been possible to do justice to 
both. In conclusion, however, we would like to suggest that the potential 
implications of our analysis for practice ramify in several directions. For 
example, we think that perhaps we can aid physicians and hospital ad- 
ministrators in their search for effective ways of dealing with the family 
members of their patients. Further, our material also seems relevant to the 
question of how visiting privileges and other forms of association with 
hospital patients accorded to families could be more optimally managed. 
It is our belief, however, that most important and far-reaching of all is 
the fact that both theoretically and empirically, the social and psycho- 
logical sciences are now highly enough evolved to make “illness, therapy, 
and the family” a fruitful field of action research. We hope we can stim- 
ulate some of the readers of the Journal to take advantage of this newly 
emergent opportunity. 
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Psycho-Cultural Approaches to 
Medical Care 


Lawrence K. Frank 


Hippocrates, “the father of medicine,” formulated a conception of 
disease or illness that has, over the centuries, been alternately emphasized 
and neglected. Today there is a revival of the Hippocratic conception of 
the individual as-inextricably related to his environment in health and 
disease. 

While Hippocrates stressed the significance of the geographic en- 
vironment, viewing man as a cosmic resonator, exposed to all the massive 
and subtle alterations of nature, we today are becoming increasingly aware 
of man’s relationship to his social and cultural environment, and are be- 
ginning to recognize the crucial importance of his “life space”—the private 
world of the individual personality. 


As these recent conceptions have been translated into research and 
practice, the scope of medical education and of medical care has been 
progressively enlarged and our understanding of health and disease has 
been not only broadened but deepened by these new awarenesses and pene- 
trating insights. 

Any adequate treatment of these recent developments would far exceed 
the limits of this paper and call for a review of the extensive literature 
now to be found in a variety of different disciplines and professions. This 
paper will attempt only to sketch out some of the more significant aspects 
of these recent developments and to indicate the new ways of thinking that 
are beginning to emerge as promising approaches to medical care. 


Public Health and Emphasis on the Environment 


Without attempting to observe any exact sequence, or to accord 
relative priorities, upon which there may be considerable differences of 
judgment, we may see in the rise of public health one of the undoubtedly 
most fruitful developments in medical care. It is interesting to note that 
the preoccupation with the “invading microbe” apparently gave rise to 
much of what is now being done as public health, insofar as an identifica- 
tion of these agents of infection and disease lead to an ever-widening 
search for both their origin in the environment and their modes of trans- 
mission. 
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Here it might be said that the old concern of Hippocrates with the 
environment which over the centuries had been recognized in terms of 
miasmas, the dangers of night air, and similar vague but not wholly un- 
fruitful beliefs, were translated into the carefully controlled investigations 
of modern epidemiology and the enormous literature on plant and animal 
vectors of disease, areal studies of incidence and severity, and the ever 
increasing number and variety of environmental “factors” now recognized 
as significant components in the understanding of disease. 


When one attempts to look at these developments in a broad perspec- 
tive, it would appear that we are now fully cognizant of the human or- 
ganism as engaged in a continuous intercourse with the environment, 
maintaining a sometimes precarious equilibrium between his internal en- 
vironment and the external geographic environment. To this extent, there- 
fore, one may say that the human organism is now recognized as inex- 
tricably related to the environment, and that those relationships are pro- 
viding the major clues to the understanding not only of disease, but of 
health and health care. 


As will be noted later, public health in this respect may be seen as 
one highly specialized division of the larger enterprise we call ecology, 
which, be it noted, again derives from an early pattern of Greek thinking. 
In terms of medical care, the ecological concept becomes operational in 
the various methods now currently employed both to police the geographic 
environment and thereby protect the human organism from unnecessary 
threats and hazards, and to provide a highly controlled environment as 
instanced by the elaborate procedures to maintain antisepsis, to provide 
a special atmosphere (such as oxygen tents), and the growing practice of 
controlling the temperature, the humidity and the other aspects of the 
atmosphere, not only in hospitals, but in schools, factories, and places of 
public assembly. 


However effective these procedures have been, they may still be con- 
sidered as essentially elaborations and refinements upon the ancient, clas- 
sical conception of man in his environment. Modern demographic studies 
and the numerous investigations that have been made by various students 
in the social sciences, notably sociology and anthropology, have brought 
a clearer recognition of the social and cultural environments in which man 
lives. These studies are showing with increasing clarity how health and 
illness are related to the social-economic status which individuals occupy 
in the social environment. Thus, it has been shown again and again that 
the incidence of many forms of disease and the mortality therefrom is 
higher among those in the lower social-economic levels, but apparently 
there are many exceptions to this rule, as, for example, the reported lower 
susceptibility of children in the slum areas to some of the communicable 
diseases and even to some of the virus diseases. In general, however, there 
is a growing conviction that substandard housing, low and inadequate 
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income, insufficient school, and other concomitants of low status in our 


‘society are usually found along with high morbidity and mortality at 


almost all ages, and that this relationship is even more significant among 
members of minority groups who are characterized by these same social- 
economic indices. 


The variations from region to region, from state to state, from com- 
munity to community throughout the United States are so remarkable that 
many studies have been made to account for them. Thus, it is becoming 
apparent that in addition to the social-economic conditions, there are many 
differences which may be imputed to the cultural traditions of people, and 
to different genetic strains found among different ethnic cultural groups. 
Here one encounters sometimes sharp conflicts between those who view 
people primarily in terms of inherited body builds, susceptibilities and 
immunities, and those who, while not denying genetic differences among 
people, are much more impressed by the differences in cultural traditions 
and ways of life. 


At this point it may be desirable to point out that man as an or- 
ganism exists in the geographic world of nature, exposed, as we have just 
been discussing, to a wide variety of impacts and engaged in continual 
intercourse with that environment. Man as an individual person carries on 
his life activities in a social order-or social environment wherein he is 
continually engaged in intercourse with other persons, utilizing the legally 
sanctioned group practices, rituals, and symbols that are necessary for 
what we call economic, political, and social activities. Thus, man uses 
money and credit, buying and selling, contracts, courtship and marriage 
and all the familiar economic patterns and symbols of daily living. He also 
participates in the political and governmental activities through voting, 
and all the related activities of politics and public administration, and in 
the various and sundry legal practices concerned with the courts, police 
and the administration of justice. 

But what is perhaps more significant than the social environment of 
man is his cultural environment, that symbolic world of meanings and 
values, of rituals, of patterned relationships, of ideas and concepts by 
which the human person makes living orderly and meaningful, continually 
striving for the goal values of his traditions. Thus, we are recognizing that 
the individual organism lives a highly complicated and diversified life, 
playing, or more accurately striving to maintain, a variety of roles as a 
citizen, as an employer-employee, as a husband or wife, father or mother, 
neighbor, and all the other familiar patterns of human living. 

But now we must go further and recognize that the individual human 
being is not only a member of the social order and a bearer of traditions, 
but also is a highly individualized person who lives, as if, in a private 
world of his own wherein the meaning and the effective significance of all 
experience is perceived and responded to in a highly idiomatic, idiosyn- 
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cratic fashion. What this means is that for genuine understanding, we must 
strive to comprehend these multidimensional environments in which the 
individual lives, and to appraise the significance of these different dimen- 
sions for health and disease and for the improvement of medical care. 


Here we are confronted with the seeming paradox that is being dis- 
covered in almost every field of inquiry, namely, of having to recognize 
at one and the same time both the large scale regularities than can be 
observed and often accurately measured, and the highly specific and even 
unique characteristics of single events or persons. 


The Psychocuitural Approach: Patterning and Uniqueness 


Modern physics has recognized this duality of viewpoints in what 
Irving Langmuir has described as the difference between convergent events 
where a great many events average out, as observed in a gas where the 
collision of innumerable disorderly molecules give rise to the regularity 
of gas laws, and the familiar cause and effect relations; and, secondly, 
divergent events where one single event, like the emission of a quantum of 
energy, unpredictable as such, may initiate a train of events that have 
incalculable consequences. So in the social sciences we may observe the 
recurrent regularities of human behavior as recorded in various social 
practices and rituals like wages, prices, rents or votes, and at the same 
time are confronted with the extraordinary diversity and unpredictability 
of the individual actors whose actions are summed up and averaged out in 
our customary social investigations. 

No clearer and more vital illustration of this paradox can be found 
than in the field of medical care where the recurrent regularities of human 
functioning, including illness, have been repeatedly observed, classified, 
and their origin and progress accurately charted, but where at the same 
time it is clear that each individual organism-personality differs from every 
other organism-personality and must be so recognized and treated if 
medical care is to be truly effective. 

Here we begin to see more clearly what the psychocultural approach 
means in medicine as we realize that every individual while emerging out 
of a social order, and expressing the cultural traditions of his family, and 
in these respects resembling many other individuals, is, nevertheless, 
unique in almost every respect. Thus, as pointed out by Zborowski, indi- 
viduals who have been reared according to the traditions of their culture 
will, in general, exhibit very similar patterns of response to pain although 
it seems obvious that the intensity of the pain and the suffering of each 
individual probably differs very widely, and the psychological cost and 
the advantages derived therefrom will be different for each person. Recog- 
nition of these cultural regularities, therefore, offers many clues to the 
understanding of the way groups of patients behave not only in their 
response to pain, but in almost every other aspect of their living, including 
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the various psychosomatic ills. Such understanding, therefore, is becoming 
increasingly essential to all those engaged in medical care, but in no sense 
can be substituted for that highly specific recognition of the individual 
patient which we call the clinical approach. 

Here, then, we see how the insights and understandings coming from 
psychology, psychiatry, and psychoanalysis are enlarging and giving more 
sensitivity to the clinical approach to the human personality. 

It is customary to distinguish between what is called objective and 
subjective. It may be more fruitful to say that patients may be viewed in 
terms of the various diagnostic categories of medicine, classified according 
to symptoms, organ systems that are disturbed, etiological similarities and 
other objective criteria (objective in the sense of being observed, recorded, 
even measured, as occurring in all patients so designated). At the same 
time, we may say that each individual patient, while exhibiting these 
recognized symptoms and conforming to the various objective criteria 
employed in diagnosis, nevertheless is experiencing that illness or dys- 
function in his or her own idiosyncratic way. This is what Lederer has 
shown so clearly. . 

These highly individualized ways of being ill, both the disturbances 
of somatic functions that are variations from the diagnostic pattern, and 
the meaning of the illness, and especially the feelings of the patient as a 
person, are becoming the focus of medical care. It is being recognized that 
these individual somatic variations, including individual responses to 
therapeutic measures, and the expectation and feelings of the patient, must 
be understood and dealt with as the illness of that specific patient. 


Implications for Medical Care 


As this concern for the “patient as a person” becomes operative, it 
calls for not only an awareness of these various dimensions, but also for 
an even more specific knowledge and understanding of the social-cultural 
environment out of which the patient emerges and of his or her “life space” 
or “private world.” With this understanding comes not only greater skill 
in diagnosis, but more surety and effectiveness in medical care, because 
every phase of the care and treatment can be provided for a specific, iden- 
tified person, with a life history that is operating today in his illness. 

A few generations ago when we lived in smaller communities for most 
of our lives, the physician usually knew his patients as individual per- 
sonalities, with the background of life experience common to most of those 
in that community. Rarely did he have to “take a history,” except for the 
immediate onset of the illness. The physician, therefore, without perhaps 
even articulating it, or explicitly recognizing it, included this background 
in his diagnosis and his treatment. 

Today, with an increasingly mobile population, patients are now 
coming to clinics, hospitals, and physicians’ offices as more or less 
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strangers, whose life experiences as members of one of the many different 
ethnic-cultural groups have given them the specific beliefs, expectations, 
patterns of conduct and of relationships, the special ways of feeling and 
of reacting that are essential to correct diagnosis and treatment. Getting a 
history that is meaningful to the physician has become an exceedingly 
difficult task since the patient is rarely aware of his own cultural back- | 
ground or life experiences. 


The increasing participation of social workers, both case workers and 
psychiatric and medical social workers, and of public health nurses in 
medical care may be viewed as another recognition of the difficulty of 
getting an adequate history from a patient or of inferring from his state- 
ments, as was once possible, what kind of social-economic, cultural back- 
ground and family life he comes from. 


It is also significant that medical schools are increasingly providing 
extra-mural experience for their students, sending them out with social 
workers or public health nurses into homes and neighborhoods so that 
they will have some first-hand contacts and living experience of these 
diverse ways of life of their patients. Likewise, students are being intro- 
duced to the normal, healthy child in well baby clinics, nursery schools, 
play groups, school health programs, so that they will gain some under- 
standing of human growth and development. 


As Parsons and Fox point out, the individual patient comes out of a 
family life in which all of the contemporary social-economic, political, 
legal and cultural changes are operating, imposing upon all members of 
the family a variety of stresses. To understand the illness of a patient, 
therefore, it becomes necessary to realize the meaning of the illness for 
the specific personality involved. Moreover, those providing medical care 
for the patient can more effectively provide that care if they are aware-of 
these meanings, both as social-cultural regularities characteristic of dif- 
ferent groups and as idiosyncratic for that patient. 


The development of rooming-in and so-called “natural childbirth” 
are recognition of what Robert S. Lynd once called the “pregnant family,” 
and of the great importance of maintaining the family unity at this critical 
time in family life. Keeping mother and newborn close together and having 
fathers accompany their wives during labor and even delivery, with free 
access to mother and infant in the hospital, indicates how the long accepted 
practice of treating the woman as a “bothersome appendage to a gravid 
uterus” is being slowly, and, be it noted, reluctantly in many places, re- 
placed by these new practices and arrangements. 


- These, and other similar changes in medical care of mothers and 
babies, might be interpreted as indicating that obstetricians now feel that 
they have sufficiently atoned for Semmelweiss and can now relax, not their 
vigilance in protecting the mother and child from possible infections, but 
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their overprotection that has sacrificed the well being of the family to a 
meticulous, almost compulsive, routine and isolation. 


Pediatrics has probably been most responsive to the need for recog- 
nizing the patient as a personality since the infant and the child are so 
vulnerable to life experiences and especially to impacts of illness and to 
hospitalization. With the growing awareness of the often traumatic impact 
of hospital experience, of surgical treatment (e.g., the frequent tonsillec- 
tomies) and the prohibition of mothers visiting a sick child except for 
brief and sometimes widely spaced intervals, pediatric wards have begun 
to change, permitting children to bring a favorite toy from home, to enjoy 
home cooked food, to have mother come and stay as often as she can—all 
designed to allay the child’s anxiety and hasten his recovery. 


These modifications in hospital practice in which the nurse plays so 
significant a role may be interpreted as different ways of recognizing the 
patient as a personality and the crucial significance of his feelings. With 
this recognition and growing awareness of how differently the physician, 
the nurse, and all others involved in medical care appear to each patient, 
there is a significant reorientation of physicians and nurses in their ap- 
proach to patients. They are now realizing that the patient invests them 
with meaning, not only as they represent themselves and treat the patient, 
but as the patient perceives them and feels toward them symbolically and 
emotionally. 


Thus it appears that the nurse may represent to one patient the “good 
mother,” to another, the “bad mother,” while the doctor may be the stern, 
authoritarian father or the loving father, or one of the many variations 
in these roles. . 


This means that all those engaged in the care of patients become 
involved in the “private world” of each patient, often without realizing 
what the patient expects of them, or recognizing that the patient’s requests 
and complaints may have little or no relation to the actual care and treat- 
ment he receives. That care may be of the highest professional quality, but 
the patient may neither know nor be concerned about that because he is 
preoccupied with the drama of his private world wherein physicians, 
nurses, orderlies, and others are essentially symbols or surrogates for the 
significant persons in his life experience, especially his early family life. 


The development of what is called psychosomatic medicine within the 
past twenty or thirty years may be seen as an indication of how in each 
of the various medical specialties the patient is being recognized as a per- 
sonality whose life experience and feelings as a person may provide the 
most revealing clues to an understanding of his illness or dysfunction and 
to the kind of treatment or therapy he requires for his organism-person- 
ality. While psychosomatic medicine may still be regarded by some as a 
fad or a psychiatric invasion of medicine, it seems to be the way the 
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dominantly somatic medicine of the recent past is being gradually trans- 
formed into the psychoculturally oriented medicine of tomorrow. 

Already one can see how this enlarged awareness and concern are 
beginning to operate in all of the medical specialties and in the various 
activities related to medicine and medical and health care. As this evolu- 
tion takes place, medicine will no longer be purely a biological science 
but a social science, with a responsibility not only for the individual 
organism-personality but for social-cultural health. The metaphor of 
“society as the patient” will become an operational goal when we recognize 
that we cannot have healthy personalities until we have a healthy society, 
nor can we have a healthy society except by developing healthy per- 
sonalities. 

This is not the statement of a vicious circle, but of the dynamic cir- 
cular, reciprocal relationship of the individual and his society, a recogni- 
tion that social order is essentially in people (and people in social order) 
who by their patterned conduct and relationships maintain the social order 
to which they are responsive. . 


The Concept of Organization 


It may be appropriate, at this point, to state explicitly the conception 
of organization that is beginning to emerge. We can now say that the 
“parts” or participants who make up the whole create the organization by 
their reciprocal transactions with others. Thus, the members of a team, 
like a football team, are each trained to play a specific part or position, 
e.g., guard, tackle, half-back, etc. By playing that part or position, always 
in relation to the other players, they create and maintain the team, and, 
be it noted, their activities are governed by the team which they have thus 
created. 

Organization is not some mysterious entity or power or something 
added; organization may be viewed as these patterned reciprocal transac- 
tions that the “parts” exhibit; organization is a dynamic process, as we see 
in the organism where every cell, tissue, organ system functions so that the 
organism can exist, and functioning is reciprocally governed by the total 
organism which these cells, tissues, organ systems maintain. 

This way of thinking in terms of circular processes offers a way out 
of the many dichotomies and conflicts (such as structure versus function) 
engendered by our long accepted pattern of fractionating functioning 
wholes into parts for study and experimentation, thereby creating artifacts 
that are often highly significant and fruitful for advancement of knowledge, 
but often productive of many difficulties and problems when we address 
ourselves to the situation, the organism, the person or the group from 
which those parts have been abstracted. 

Moreover, this way of thinking, in terms of processes that may pro- 
duce different products according to where, when and: upon what they 
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operate (as contrasted with the conception of unvarying cause and effect) 
seems to be highly appropriate in medical care where it may be used as 
an expression of “biological relativity.” Essentially this means that every 
observation, measurement or indication is relative to the specific organism- 
personality (with his life space) in which it is observed. 


Thus in clinical medicine, the physician must enlarge or attenuate 
the significance of every item, including quantitative findings in a patient’s 
workup, as relat’ve to that patient’s age, sex, previous illnesses, life ex- 
perience, present complaint and to all other findings, since each finding is 
of significance only as seen in this organized context. Moreover, the clini- 
cian must keep always in mind that whatever therapy he employs will be 
received and responded to in the idiosyncratic manner of that specific 
patient. 


Medicine has, of course, long recognized that an illness is always 
highly individualized and today it is becoming sensible to say that an ill- 
ness is the way an individual is striving to maintain his integrity in the 
face of infections, traumas, stresses and strains. Thus, we may transform 
the preoccupation with the “invading microbe” and cellular pathology to 
a concern with the organism-personality and his idiosyncratic efforts to 
cope with that invasion. In this way, the emotions and feelings, the often 
fixated patterns of conduct and feeling, viewed as essential dimensions of 
a patient in his life space, are revealed as participating in the patient’s 
strivings for survival and protection of his integrity. 


Here one may see how difficult it is for the medical student, after his 
first two years of medical sciences, emphasizing the results of experimental 
study of two variables and of laboratory preparations, to go on into 
clinical medicine where he is confronted, not with these unequivocal in- 
dications and findings of medical science, but with a sick, ailing patient in 
whom every structure and function, and behavior, may be disturbed to a 
greater or lesser degree, and every indication is embedded in a living 
context of the total organism-personality in a life space. 

To these already complicated problems of clinical medicine are now 
being added these newly recognized dimensions and all the perplexities 
that arise from the enlarging awareness of medical care today. It is not 
difficult to understand, therefore, the almost overwhelming complexity of 
medical education and practice today, the number and variety of experi- 
mental programs in medical schools, schools of nursing, and related pro- 
fessions designed to orient students in these new directions. 


The Psychocultural Approach and Democratic Values 


As these professions struggle with these complexities, it may be help- 
ful to remember that each of these recent steps in the psychocultural or 
social-cultural approach is a further advance toward our basic democratic 
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goal values. For centuries we have asserted our belief in the worth of the 
individual personality, our conviction of the primacy of human dignity. 


As medicine becomes increasingly aware of the patient as a person- 
ality, ever more concerned with protecting the integrity of the organism- 
personality against any unnecessary traumas, invasions, threats, hazards, 
humiliations or denials, medical care by so much is reaffirming our demo- 
cratic goal values. Indeed, in the efforts to maintain close mother-infant 
relationships in the hospital, we are seeing an affirmation of the conception 
that human dignity begins at birth, we are making operational the belief 
in the significance of loving little children as essential to their development 
as personalities. 


Thus, the complexities and difficulties facing medical care as these 
steps are taken may be regarded as necessary tasks in carrying on the 
basic aspirations of medicine and advancing toward our enduring goal 
values, guided by these new and enlarged conceptions and dynamic ways 
of thinking. 
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